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The overall aim of this thesis is to study the association between the causal attributions by 
patients for their common somatic symptoms and the detection of depression and anxiety 
by general practitioners (GPs). It was hypothesised that the way patients viewed these 
common somatic symptoms would influence their GPs' ability to detect psychological 
disorder. 
The first part of the study was a cross-sectional survey of consecutive general practice 
attenders over the age of 16 years. Subjects were categorised according to their causal 
attributions for common somatic symptoms into one of three groups: those who made 
mainly psychological attributions, those who made mainly somatic attributions and those 
who made mainly normalising attributions. Normalising attributions tend to minimise or 
externalise the cause of the symptom. Subjects were also screened for psychological 
disorder. The GPs, who were unaware of either of these measures, were asked to assess 
whether their patients were suffering from significant depression or anxiety. 
Both the prevalence of psychological disorder in the study population and the sensitivity 
and specificity of the GPs in detecting it were in line with previous studies. Patients' 
predominant symptom attributional styles were significantly associated with the rate of 
detection of psychological disorder irrespective of the degree of distress. Subjects who 
made psychologising attributions for their symptoms were more likely to be detected as 
depressed or anxious. Subjects who made normalising attributions were less likely to be 
detected. Somatising attributions had no effect on detection in this study. 
The second part of the study followed the same cohort of patients and looked at the 
association between attributional style and rates of detection of psychological disorder 
over three years and psychological wellbeing at outcome. Attributional style was 
reasonably stable over this period. Changes in attributional. style were associated with 
psychological wellbeing at follow up: those who developed more psychologising 
attributions and fewer normalising attributions over time scored higher on measures of 
psychological distress at three year follow-up. 
Normalising attributions were significantly associated with lower than expected rates of 
detection of psychological disorder over time, and psychologising attributions were 
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associated with higher rates of detection. There was no association between any 
attributional style at baseline and psychological well being at outcome. 
This thesis emphasizes the importance of the attributions that patients with psychological 
disorder make for their common somatic symptoms, and the impact this has on the 
likelihood of detection of depression or anxiety by their GP. It suggests that the symptom 
attributional. style most commonly associated with low rates of detection of mental 
disorder in primary care should be described as non-nalising rather than somatising. 
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This thesis is a study of one aspect of the clinical encounter between general practitioner 
and patient. In the broadest sense it tests the hypothesis that the way patients think about 
their symptoms can have an effect on diagnostic outcome. In particular, it is a study of 
the way that patients think about common physical symptoms, and how that is associated 
with their general practitioner's ability to detect psychological disorder. In this sense the 
overall purpose of the study is to improve our understanding of the encounter between 
doctor and patient, especially where common mental disorder is concerned. 
Depression and anxiety, the most common mental disorders, form a significant part of the 
workload of general practice. About 90% of those who present to medical services with 
these disorders are managed in primary care and are not referred to psychiatrists 
(Goldberg and Huxley, 1992). Over the last 20 years a great deal of attention has been 
paid to the detection of depression and related disorders in primary care. A number of key 
questions related to the detection of depression and anxiety have been the subject of 
research and debate: 
Do a significant number of cases of depression and anxiety go unrecognised in primary 
care? It has been widely argued that this is the case. It was certainly one of the platforms 
of the 'Defeat Depression' campaign (Paykel and Priest, 1992). Some general 
practitioners (GPs) have felt criticised, even attacked, by research in this area and the 
conclusions drawn from it (Heath, 1999). 
If psychological disorder often goes unrecognised in primary care, why is that so? Is it 
because some general practitioners are less good at diagnosing such disorders? If some 
are less good, it follows that others must be better, and the behaviour of those who have 
high rates of identification of mental disorders has been studied in the consultation. 
Attempts have been made to summarise and teach their behaviour to other GPs (Goldberg 
et al, 1980a & 1980b). 
Much of the research into the reasons for non-detection of mental disorder has been 
doctor-centered (Goldberg and Huxley, 1992) and it has given rise to many useful 
insights. There is also research examining the characteristics of patients that make 
14 
detection of depression and anxiety difficult. Could it be something about the nature of 
these disorders and the way they are presented by different patients that makes them 
difficult to diagnose? We have learnt that patients do not always tell their GP that they 
are depressed (Goldberg and Huxley, 1980). Sometimes this is because they do not think 
the GP will be interested or they do not believe the GP can help them. Sometimes it is 
because they do not think that the symptoms they are experiencing are caused by a 
psychological disorder. The process by which psychological distress is expressed in 
bodily symptoms is known as 'somatisation'. Somatisation is a type of causal symptom 
attribution, a way in which patients explain their symptoms. There is some evidence to 
suggest that patients who somatise their psychological distress are less likely to attract a 
psychological diagnosis from their GP or primary health care physician (Kirmayer et al, 
1993). 
Common mental disorders such as anxiety and depression, and common physical 
disorders share many symptoms: tiredness, malaise, insomnia, headache, palpitations and 
abdominal discomfort, to name but a few. Two related questions arise from this and from 
the information about somatisation referred to above. The first is: how do patients view 
these symptoms that are common to both psychological and physical disorders; what 
causal attributions do they make for them? The second is to ask whether or not these 
attributions have an effect on the GP's ability to detect depression and anxiety. 
What evidence we have suggests that patients' causal attributions can and do have an 
effect on the detection of mental disorder. It also suggests that there is more to symptom 
attribution than a simple dichotomy between somatic and psychological attributions. The 
number of patients who hold firmly to their somatising attributions when questioned is 
small. But even among depressed patients the majority do not make spontaneous 
psychological attributions for their symptoms (Kirmayer 1993, Simon et al 1999). 
The research presented in this thesis attempts to give a more detailed and developed view 
of the place of symptom attribution in the detection of depression and anxiety. After 
reviewing the appropriate literature it describes the different patterns of symptom 
attribution and their effect on the detection of depression and anxiety. It takes account of 
the fact that there is a range of causal attributions. Causal attributions can be 
'pathological' in that they explain the symptom in terms of an underlying disease. The 
somatising and psychologising attributions referred to above are examples of this. 
However, causal attributions can also externalise or minimise the symptom in question. 
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Such attributions are referred to as 'normalising'. Normalising is common and its role in 
the doctor-patient interaction has never been studied. This thesis attempts such a study in 




2.1 Depression and anxiety 
2.1.1 Introduction 
Depression and anxiety are the two most common mental disorders in British primary 
care. It is estimated that between 260 and 315 per 1000 of the population per year suffer 
an episode of a mental disorder lasting at least 2 weeks (Goldberg and Huxley, 1992). 
Study after study has shown that the majority of these disorders can be characterised as 
anxiety or depression (Shepherd 1966, Bebbington, 198 1, Goldberg and Huxley, 1992). 
Depression and anxiety are linked in a number of ways. Both are disorders of the 
emotions, 'affective disorders'. Both are disorders that exist on a continuum with normal 
mood. Anxiety is a universal experience; the term depression is often used to describe a 
normal variant of mood. They often occur together, and it is not always clear which is the 
primary disorder in clinical situations (Angst et al, 1987). Together these disorders form 
an important part of the workload in general practice, and most depressed or anxious 
patients who present to the Health Service are treated in general practice (Shepherd 1966, 
Goldberg and Huxley, 1992). Although depression and anxiety have been referred to as 
'minor' psychiatric disorders they have significant social and economic consequences. 
The World Bank has estimated that by 2020 major depression will be second only to 
ischaernic heart disease in terms of its proportion of the global burden of disease (Murray 
CJ, 1997). 
Patients with both of these disorders often present to general practitioners with common 
somatic symptoms, and detection is not always straightforward (Goldberg and Huxley, 
1992). Detection of depression and anxiety is associated with factors in the doctor, for 
example, consultation style (Gask et al, 1989b), and factors in the patient, for example, 
whether they made somatic attributions for their symptoms (Kirmayer et al, 1993). There 
are therefore good pragmatic and theoretical reasons for studying these disorders 
together. 
In the first part of this literature review I will therefore examine: 
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The continuity of anxiety and depression with normal mood, and issues relating to the 
definition of the clinical disorders of anxiety and depression 
Whether or not anxiety and depression are wholly separate disorders or aspects of 
6common mental disorder' 
The prevalence of these disorders in primary care, where they are managed, and how this 
is determined 
The impact of these disorders on patients, their families and the community at large. 
In the second part of the literature review I will go on to examine: 
The detection of anxiety and depression in primary care 
The factors associated with detection, both in the doctor and in the patient 
Functional somatic symptoms and 'somatisation' 
The idea of patients' symptom attributions will be explored in more detail 
2.1.2 The continuum with normal mood 
It has been stated that both depression and anxiety exist on a continuum with normal 
variations in mood. This is reflected in the widespread lay use of both terms to describe 
short-lived relatively minor variations in mood. There is no discontinuity in meaning 
between the layman's and the clinician's use of these terms although there might be 
differences in terms of severity and chronicity. Compare this to the lay use of the term 
'schizophrenia', which is often given the meaning of 'split personality', a meaning which 
has very little to do with the modem psychiatric definition. 
The lifetime prevalence of depressed mood of sufficient severity to influence daily 
activities has been estimated at 60-70% for adults (Mann, 1992). A disorder with this sort 
of prevalence almost attains the status of 'normality'. 
Depression 
Snaith (1993) has commented on the confusion surrounding the clinical construct of 
depression: "For some, clinical depression is an extension of grief, for some it is a set of 
self-defeating attitudes, and for others it is the inevitable result of adversity, while the 
medically oriented psychiatrist considers there is a state based upon malfunction of 
neurotransmitter systems in the brain. " 
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Numerous attempts have been made to describe and classify depression and distinguish 
the clinical disorder from milder transient mood states. This is reflected in the 
proliferation of terminology in twentieth century psychiatry. Classification is important 
because it informs research and guides clinicians in treatment and prognosis. A brief 
review of some of these attempts to categorise depression follows. 
Reactive and endogenous depression 
This categorisation is based on the idea that there are different types of depression with 
different aetiologies. 'Reactive' depression was believed to arise in response to external 
stressors, while endogenous depression did not. Endogenous depression was 
characterised by a cluster of 'biological symptoms', such as loss of appetite and early 
morning waking, while reactive depression was dominated by what might be called more 
"social symptoms' such as anxiety and irritability (Gelder et al, 1986). The implication is 
that endogenous depression is closer to a 'bio- medical illness' while reactive depression 
is closer to ordinary unhappiness. 
It is true that depression is characterised by a wide range of symptoms, some biological 
and some psychological. In some patients the biological symptoms are more prominent, 
in others the psychosocial aspects of the illness are more important. These differences in 
emphasis in symptornatology are not sufficiently strong to give rise to reliable 
conclusions about aetiology. Most patients who are diagnosed as depressed share features 
that can be described as 'biological' or 'endogenous', and it can be argued that in most 
cases of depression there are factors that precipitate the illness and factors that increase 
the sufferer's vulnerability to the illness. As Lewis (1934) argues "every illness is a 
product of two factors - of the environment working on the organism; whether the 
constitutional factor is the determining influence or the environmental one, is never a 
question of kind, never a question to dealt with as either/or. " There is also evidence that 
the sort of life events that may be associated with the onset of depression are just as 
common before depressions with predominantly biological symptoms as they are with 
depressions with fewer somatic symptoms (Brown et al, 1979). 
Neurotic and Psychotic depression 
This is a categorisation based on a symptomatic distinction between those few patients 
who experience psychotic phenomena in the course of their illness and the majority who 
do not. The term 'psychotic' is usually used to denote a disorder in which there is 
evidence of a loss of contact with reality. Patients who are psychotic commonly 
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experience hallucinations and delusions. Schizophrenia is an example of a more typical 
'psychotic disorder'. Kendell (1968) did not find any evidence of separate neurotic and 
psychotic syndromes in depression. As Gelder, and colleagues (1986) point out, 
distinguishing between two separate syndromes is made even less reliable by the fact that 
the term psychotic has often been used quite differently in the context of depression. It 
tends to denote severity and the presence of biological symptoms rather than the loss of 
contact with reality described above. Kendell (1968) has argued therefore that the 
distinction is unreliable and has demonstrated that interviewers who believe there are two 
separate syndromes are much more likely to elicit the appropriate symptoms. 
Both of the categorisations discussed above are based on the idea of a discontinuity 
between different types of depression. In both definitions there may be an underlying 
difference in the severity of the disorder, but it has not been possible to argue 
convincingly that this implies different aetiologies or different syndromes. 
Modern classificatory systems 
The two major modem classificatory systems are the International Classification of 
Disease, version 10 (ICD-10) classification of mental and behavioural disorders (WHO, 
1992) and the Diagnostic and Statistical Manual of Mental Disorders or DSM-IV 
(American Psychiatric Association, 1994). According to Lewis and Araya (2001) there is 
now an international consensus over the diagnostic categories of depression. Both of 
these classificatory systems are symptom based and have little or no explanatory content. 
They are strongly influenced by the phenomenological intellectual tradition in twentieth 
century psychiatry. Phenomenological psychopathology aspires to an objective 
description of states of mind and behaviour and avoids preconceived theories. The 
phenomenological approach to abnormal mental states was pioneered by the German 
philosopher and psychiatrist, Karl Jaspers. He argued "The task of phenomenology in 
psychiatry was to depict as clearly as possible the various psychological conditions as 
they are experienced by the patient. " (Fish, 1985). 
The phenomenological approach is illustrated by the DSM-IV definition of Major 
Depressive Disorder: 
Diagnostic criteria for Major Depressive Episode 
At leastfive of thefollowing symptoms have been present during 
the same two-week period and represent a change from previous 
functioning; at least one of the symptoms is either (1) depressed 
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mood, or (2) loss of interest or pleasure. (Do not include 
symptoms that are clearly due to a physical condition, mood- 
incongruent delusions or hallucinations, incoherence, or marked 
loosening of associations. ) 
Depressed mood (or can be irritable mood in children and 
adolescents) most of the day, nearly every day, as indicated either 
by subjective account or observation by others. 
Markedly diminished interest or pleasure in all, or almost all, 
activities most of the day, nearly every day (as indicated either by 
subjective account or observation by others or apathy most of the 
time. ) 
Significant weight loss or weight gain when not dieting (e. g., 
more than 5% of body weight in a month), or decrease or 
increase of appetite nearly every day (in children, consider 
failure to make expected weight gain. ) 
Insomnia or hypersomnia nearly every day. 
Psychomotor agitation or retardation nearly every day 
(observable by others, not merely subjective feelings of 
restlessness or being slowed down. ) 
Fatigue or loss of energy nearly every day. 
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T eelings of worthlessness or excessive or inappropriate guilt 
(which may be delusional) nearly every day (not merely self- 
reproach or guilt about being sick. ) 
Diminished ability to think or concentrate, or indecisiveness, 
nearly every day (either by subjective account or as observed by 
others. ) 
Recurrent thoughts of death (notjustfear of dying), recurrent 
suicidal ideation without a specific plan, or a suicide attempt or a 
specific plan for committing suicide. 
(1) It cannot be established that an organicfactor initiated and 
maintained the disturbance. 
(2) The disturbance is not a normal reaction to the death of a 
loved one (Uncomplicated Bereavement). 
These diagnostic criteria do not contain any reference to aetiology, except in so far as 
they exclude certain diseases that can reproduce the syndrome. Major Depressive Episode 
is not explained; it is described. 
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The diagnostic criteria for other related disorders such as dysthymia are similar in their 
objective and operational approach. Major depressive episode is characterised by the 
number of symptoms and the length of time they have been present, rather than any 
obvious discontinuity with normal experience. In his study of depression Solomon writes: 
"There are two models for depression: the dimensional and the categorical. The 
dimensional posits that depression sits on a continuum with sadness and represents an 
extreme version of something everyone has felt and known. The categorical describes 
depression as an illness totally separate from other emotions .... both are true. You go 
along the gradual path .... and then you get to a place that is genuinely different. " 
(Solomon, 2001). Most of us can recognise and have experienced at least some if not all 
of the individual symptoms described above in DSM-1V. It is not difficult to see the 
disabling effect of the prolonged experience of five or more of those symptoms. 
Both the modem classificatory systems describe more severe and milder forms of 
depressive disorder. There is not much doubt that the DSM-IV 'Major Depressive 
Episode' describes a serious illness with marked disturbance of function. Milder versions 
of depression are more controversial, however, and there have been criticisms of the 
overdiagnosis of depression. Some authors have argued that current trends in the 
diagnosis of depression and other psychological disorders represent a 'medicalisation of 
human distress' (Heath, 1999). Gardner (2003) suggests that the current 'discourse' of 
bio-psychiatry "promotes the diagnosis and pharmaceutical treatment of behaviours 
rangingfrom mild symptoms to severe depression ". Thresholds for diagnosis are 
particularly important for disorders that exist on a continuum with normality, and this is 
discussed below. 
Anxiety 
The categorisation of anxiety is more complex. Anxiety disorders of varying specificity 
and severity exist in both the DSM-IV and the ICD-10, ranging from 'Generalised 
Anxiety Disorder' (GAD) to specific isolated phobias and including 'social phobia' and 
'agoraphobia'. All of these disorders have in common a combination of irrational intense 
fear and emotional distress or situation avoidance that links them at some level. As in 
depression, the boundary between 'normal' anxiety and 'anxiety disorder 9 seems to be a 
question of degree rather than kind. 
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There is a tension between attempts to define 'disease categories' of anxiety and the fact 
that the experience exists on a continuum with normality. Diagnostic categories are 
continuing to evolve, and recent additions are the subject of considerable controversy. 
For example, recent attempts to increase awareness of GAD in the United States have 
been seen as part of a conspiracy between pharmaceutical companies and the 
psychiatrists in their pay (Mosher, 2002). The strategy, according to the psychiatrist 
Loren Mosher, quoted in the above article, is to focus "an awareness campaign on a mild 
psychiatric condition with a large pool of potential sufferers" and gain approval from the 
national regulatory body for treatment of the condition with an already existing drug. 
Whether or not this represents a conspiracy is outside the scope of this thesis. The relative 
success of the strategy to increase public awareness may reflect the widespread 
prevalence of anxiety disorder. 
In the discussions of depression and anxiety that follow the terms are used in an inclusive 
way, covering a range of experience from the relatively mild prolongation of low mood 
and loss of pleasure and interest to the more severe and even life-threatening disorders. 
They are not used, however, to describe the transient low mood or short-lived 
understandable apprehension that are part of normal experience. This approach reflects 
the range of presentations in general practice. 
2.1.3 Common mental disorder vs separate sYndromes 
I have argued that depression and anxiety exist on a continuum with normal emotional 
experience; some authors argue that these disorders cannot be reliably distinguished from 
each other and that the categorical model of disease cannot be applied to anxiety and 
depression. 
Goldberg and Huxley (1992) comment: "It would be tedious to enumerate the surveys 
which have shown that symptoms (of anxiety and depression) are continuously distributed 
in populations: rather than attempt to do this, we will observe that we are unaware of a 
single survey that shows anything else. 
They point out that: 
There is a remarkable degree of correlation between the symptoms of depression and 
anxiety in patients assessed in primary care settings. The distinctions become even more 
blurred over time. In a seven year follow-up Angst et al (1990) showed that of those who 
started out with a diagnosis of depression, 33% attracted a diagnosis of anxiety, while 
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49% of those who began with a diagnosis of anxiety came to be seen as depressed. In 
other words there appears to be no natural discontinuity between the disorders. 
There is poor agreement at a detailed level between the two major systems of 
classification, ICD-10 (World Health Organisation, 1992) and the DSM-IV (American 
Psychiatric Association, 1994). 
Studies that have randomised treatments to patients with anxiety or depression have 
tended to show that treatment effects are not related to diagnosis. 
Goldberg and Huxley therefore argue that the disease model of depression and anxiety as 
separate categories should be abandoned in favour of an idea of 'Common Mental 
Disorder'. They propose a 'dimensional model of neurosis', originally suggested by 
Kendell (1975). This model links the symptoms of depression and anxiety rather than 
trying to separate them; indeed it predicts their co-occurence. 
The idea of common mental disorder is also particularly useful in primary care because it 
is non-specific and therefore does not exclude psychological disorders where an exact 
diagnosis has not yet been made. It therefore allows the inclusion of a large and important 
group of patients in primary care who are not easily diagnosed as depressed or anxious; 
those who are psychologically distressed and are "complaining of somatic symptomsfor 
which there is no apparent cause, or where the severity of the somatic symptom is greater 
than would be expectedfrom any physical disease that is present"(Goldberg and Huxley, 
1992). These are the so-called 'somatisers, ' a group who present with a combination of 
psychological distress and somatic symptoms that makes diagnosis and categorisation 
difficult. 
In this literature review 'common mental disorder' has been used as a term of 
convenience to denote the group of neurotic disorders commonly seen in primary care 
and amongst which depression and anxiety are prominent, but which also includes less 
defined disorders such as the combination of functional somatic symptoms and 
psychological distress. Much of the research discussed still focuses on separate mental 
disorders, especially on depression. Despite the convincing arguments for its wider use, 
the term 'common mental disorder' has not been universally adopted in primary care 
mental health research, and this is reflected in the thesis. 
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2.2 Common mental disorders in primary care 
2.2.1 Prevalence 
I have already quoted the estimate that between 260 and 315 per 1000 of the population 
per year suffer an episode of a mental disorder lasting at least 2 weeks (Goldberg and 
Huxley, 1992). The World Health Organisation (WHO) conducted a study based in 15 
cities worldwide into mental disorders in primary care (Ustun & Sartorius, 1995). 
Prevalence was estimated using a first phase screening questionnaire followed by a 
second phase psychiatric interview. The point prevalence for the United Kingdom arm of 
the study was 24.8%. These are two of the more recent estimates but there is a history of 
epidemiological research into mental illness in British general practice over the last 40 
years that yields estimates remarkably consistent with more modem work. 
In 1966 Watts published 'Depressive Disorders in the Community', in which he 
described the 'iceberg of depression'. He estimated that 150 per 1000 of the general 
population suffered from depression but did not consult any doctor. In addition, 12-15 per 
thousand of the population attended their GP with depression, and 1.9 per thousand of the 
population saw a psychiatrist with a diagnosis of depression. He also pointed out that the 
level of recognition of depression by the general practitioner was not known and that this 
was a problematic area (Watts, 1966). 
In 1960 Ryle reviewed the epidemiological literature on neurotic disorder in British 
general practice. He looked at fifteen investigations into the epidemiology of the 
neuroses, and summarised their findings. Most of the studies are small, and are often 
based on a single practice, presumably that of the researching doctor. They show a 
remarkable degree of consistency however, and Ryle surnmarises them thus: "in the 
course of one year between 5 and 10 per cent of the population consult their doctor at 
least once with symptoms of neurosis, while a further 10 to 20 per cent present evidence 
ofpsychosomatic disorder. " These findings are very close to modem estimates of the 
annual prevalence rates of psychiatric morbidity in primary care, for example, 250-315 
per thousand for all psychiatric morbidity in Manchester (Goldberg and Huxley, 1992). 
One of the studies Ryle reviews is by Michael Shepherd, a prelude to his definitive 
survey (Shepherd, 1966) which set the agenda for much of what was to follow in the 
study of mental illness in primary care. Shepherd's work not only confirmed the rates of 
neurotic disorder that had begun to emerge from the earlier smaller studies, it 
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demonstrated the pattern of care that had been hinted at. Shepherd showed that general 
practice consultations for identified psychiatric disorder outnumbered psychiatric 
outpatient attendances by roughly 10: 1 and psychiatric admissions by 100: 1 (Table 2.1). 
Shepherd also broke the disorders down into categories. These are shown in Table 2.2 
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Table 2.1 Comparative rates of allendance at different levels ofpsychiatric care in 
the NHS for all ages and both sexes combined in 1972 (rates quoted per 
100,000 of the general population) (after Shepherd 1966) 
GP consultations OP attendances Psychiatric 
admissions 
ICD-10 290-315 32,520 3,329 378 
Mental Disorders 
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Table 2.2 General practice episode rates for psychiatric illness and admission rates 
to psychiatric hospitals for the year 1972, by diagnosis and sex (rates 
quoted per 100,000 of the general population) (after Shepherd 1966) 
ICD category Episode rates recorded in Psychiatric 
general practice admissions 
M F M F 
290-313 
All mental disorders 9230 19800 318 435 
290 
Dementia 50 100 12 27 
291.4 
Organic psychoses 30 40 5 2 
295 and 297 
'Schizophrenias' 140 220 68 70 
296 
Affective psychosis 210 520 32 68 
298.9 
Unspecified psychoses 10 20 22 32 
300 
Psychoneuroses 4740 6670 30 68 
301-302 
Personality disorder 100 70 38 36 
303.4 
Alcoholism and drug 
dependence 130 80 30 9 
305-309 
Other psychiatric 
conditions 2750 6020 11 14 
310-315 
Mental retardation 50 50 2 2 
The psychoneuroses form the largest single category of mental disorder in general 
practice at over half of all psychiatric consultations. The second largest, at about 30%, are 
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those here referred to as 'other psychiatric conditions'. These include the somatic 
disorders of psychological origin such as tension headache. 
All the other disorders listed form only a sixth of the general practice psychiatric 
workload. 
The picture for outpatient attendances and admissions to psychiatric hospital is quite 
different. A tiny proportion of the psychoneuroses and the somatic disorders of 
psychological origin are dealt with at the level of secondary care. 
In Shepherd's own words: 
"This demonstrates one of the overwhelming reasons why 
primary care is of crucial importance in the care of the mentally 
ill: the sheer numbers seen and treated by general practitioners 
are enormous... 
2.2.2 Where mental disorders are managed and how this is 
determined 
In order to understand the role of general practice in the diagnosis and management of 
mental disorders it is helpful to stand back and take an overview of the management of 
mental disorders and how this is determined. Goldberg and Huxley (1992) have devised a 
model of five levels of care and four filters on the pathway to care. In this model the first 
level of care is 'the community' and the fifth level, a psychiatric inpatient bed. Patients 
move up through the levels of care according to the severity of their symptoms, but in 
order to do so they must pass through the 'filters' that exist between the levels. These 
levels and filters are illustrated in figure 2.1. 
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Figure 2.1 Filters on the pathway to care (after Goldberg and Huxley, 1992) 
Five levels andfourfilters 
Level 1 The community 
The first filter- illness behaviour 
Level 2 Psychiatric morbidity presenting in general practice 
The secondfilter-the ability to detect disorder 
Level 3 Psychiatric disorders detected in general practice (conspicuous psychiatric 
morbidity) 
The thirdfilter-referral to psychiatric services 
Level 4 Psychiatric outpatients 
The fourth filter-admission to psychiatric beds 
Level 5 Psychiatric in-patients 
2.2.2.1 Levels of care 
The first level represents all psychiatric disorders in the community of whatever kind and 
severity and whether or not they present in general practice. The idea of the model is that 
most patients with mental disorders will move through it and stop at a level consonant 
with the severity of their disorder and the treatment they need. Clearly this is not always 
the case, and it is possible that some patients will bypass lower levels if their disease is 
severe enough. 
Severity of symptom is not the only criterion for passing through a filter to the next level 
of care. In fact there are a number of factors that can influence the 'permeability' of each 
of the four filters. These are discussed in more detail below. Nonetheless this model 
represents a good generalisation about the provision of mental health services in the 
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United Kingdom. There are other models of care in other countries. For example, health 
care consumers in the United States historically have had direct access to psychiatric 
services, although the recent growth in Health Maintenance Organisations has led to a 
move towards a 'gate-keeping' role for primary care physicians. The characteristics of 
health care systems have also been found to have an affect on the presentation of 
psychiatric disorders. In the 'International study of the relationship between somatic 
symptoms and depression' (Simon et al, 1999), somatic presentation of depression was 
more common in centres where patients lacked an ongoing relationship with a primary 
care physician than in centres where most patients had a personal physician. 
The main areas of interest for this study are levels 2 and 3, psychiatric morbidity in 
general practice, and filter 2, detection of psychiatric disorder in general practice. Table 
2.3 gives a picture of period prevalence rates at all five levels for a year in two similar 
studies, one done in Manchester, the other in Groningen (adapted from Goldberg and 
Huxley, 1992). The rates at every level are remarkably similar, except the Dutch study 
shows three times as many hospital admissions. As in Shepherd's study (1966), this table 
serves to illustrate the point that the majority of patients with mental health problems are 
seen in primary care. However it also suggests that more than half of those patients with 
mental health problems who present to their general practitioner are not identified. This 
can be seen in the disparity between the total psychiatric morbidity and the conspicuous 
psychiatric morbidity in general practice. This means it is difficult for patients with 
mental disorders to pass through the 'second filter', the general practitioner's ability to 
detect mental disorder. Detection of depression and anxiety is discussed in more detail 
below. 
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Table 2.3 Annual prevalence rates per 1000for psychiatric morbidity at allfive 
levels in two European cities (after Goldberg and Huxley, 1992, p16) 
Level Manchester Groningen 
1: Community 250-315 250-303 
2: Primary Care (total) 230 224 
3: Primary Care (conspicuous) 101.5 94 
4: Psychiatrists (outpatients) 20.8 34 
5: Psychiatrists (in-patients) 3.4 10 
2.2.2.2 Filters between levels of care 
It has already been stated that levels 2 and 3 and the filter between them are of central 
importance to this study. It is helpful to characterise the different filters. 
Filter 1: Illness behaviour 
This term was coined by Mechanic (1968) and describes the response of individuals to 
their symptoms. It covers a complex set of attitudes and behaviours that have a number of 
determinants. For example, severity of symptoms, past experience of illness, social norms 
and access to health information and health care all play a part in influencing illness 
behaviour and whether individuals present their symptoms to a doctor and become 
patients. Of particular interest in this study is the way in which individuals explain their 
symptoms, or 'symptom attribution', and this is dealt with at more length below. 
Patients' causal attributions for their symptoms may be an important influence on help- 
seeking behaviour. 
Filter 2: The detection of mental disorder in generalpractice 
This filter between levels 2 and 3 is of special interest because it is different from all the 
other filters. It describes a clinical encounter in which the clinician may not be aware that 
his patient is suffering from a mental disorder. If a patient does not pass through this filter 
it is because the general practitioner has not detected a case of mental disorder. In the first 
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filter, for example, the patient has decided to seek help. He is conscious of a medical need 
in the broadest sense, whether or not he has identified a mental health need. If a patient 
does not pass through the second filter the implication is that the general practitioner has 
not identified a mental health problem when one is present. The detection of mental 
disorder in primary care is discussed in more detail below. Peveler and Kendrick discuss 
the differing contexts of primary and secondary care, and how this affects the recognition 
and management of depression (Peveler and Kendrick, 2001). They argue that the clinical 
significance of non-recognition may have been overstated, since studies of recognition 
often treat depression as a categorical diagnosis "without regard to the continuous 
distribution of severity and chronicity of depression observed in population studies. " 
Filter 3: The decision to refer to mental health services 
In the third filter, the general practitioner has to make a decision whether or not to refer a 
patient with a diagnosed mental disorder to psychiatric services. Type and severity of 
disorder are the two most important determinants of the permeability of this filter. More 
severe disorders such as schizophrenia and the other psychotic disorders pass more easily 
to levels 4 and 5, while depression and anxiety are more likely to be managed in primary 
care without referral. Availability of services also influences referral rates (Jackson et al, 
1993). It is interesting to note that there does not appear to be a lack of confidence within 
primary care concerning the management of the common mental disorders such as 
anxiety and depression. Most general practitioners treat most cases of these common 
mental disorders, citing treatment failure or suicide risk as the most common reasons for 
referral (Goldberg and Huxley, 1992). 
Filter 4: The decision to admit to hospital 
Detailed discussion of this filter lies outside the scope of this thesis. Clearly severity of 
illness and availability of support outside the hospital play a part in the decision to admit. 
Despite the development of services in the community and the decline in hospital beds, 
Goldberg and Huxley (1992) note an increase in admissions to psychiatric inpatient beds 
between 1977 and 1983. These increased admission rates have been achieved by shorter 
hospital stays. 
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2.2.3 The consequences of common mental disorders 
2.2.3.1 Individual development and disability 
Common mental disorders are associated with a level of disability independent of 
physical illness. Wells et al (1989) examined the relationship between psychiatric 
disorder and perceived general health and physical functioning in 2,554 subjects in Los 
Angeles. They found that persons with recent psychiatric disorder perceived their health 
as poorer and experienced more limitation on physical functioning than those with no 
such disorders, even when controlling for chronic medical conditions. Ormel et al (1994) 
focused on the impact of common mental disorders on disability, and also controlled for 
physical illness. They found that common mental disorder was associated with increased 
disability. Disability was most strongly associated with major depression, panic disorder 
and generalised anxiety disorder. This study was based on a cross-sectional survey in 14 
countries, and the authors argue "the consistent relationship between psychopathology 
and disability indicates the compelling personal and socio-economic impact of common 
mental disorders across cultures. " More detailed personal accounts of the individual 
meaning and experience of these disorders can be found in Solomon (2001) and Wolpert 
(1999). 
In their II year study of the natural history of neurotic disorder in primary care Lloyd et 
al (1996) found evidence that depression often became chronic, and was associated with 
a high use of services. They traced 87 subjects at II years out of 100 who had been 
selected as representative of neurotic disorder by their general practitioner. 47 were cases 
on the General Health Questionnaire, and 32 were defined as having a chronic or 
relapsing course. Psychiatric diagnosis was associated with high rates of attendance 
(more than 12 visits per annum for 11 years). Perhaps most worrying was the 11 year 
standardised mortality ratio, which was 173 (95% CI; 164 to 200) for this group of 
patients. 
Depression can also reach beyond the individual sufferer to affect family members. 
Perhaps the best-researched example of this is the work on infant and child development 
in maternal depression. Sharp et al (1995) found that II year-old boys of mothers who 
had been depressed in the first year postpartum scored approximately one standard 
deviation lower on tests of intellectual attainment than boys whose mothers had been well 
in their first year of life. Murray (1997) reviews the accumulating body of evidence that 
shows an association between postpartum depression and adverse cognitive and 
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emotional outcomes for the child. Social adversity is implicated, but she suggests that 
maternal interactional style secondary to the affective disorder is 'the potent causative 
agent'. 
2.2.3.2 Public Health 
Depression and anxiety have costs for society in terms of loss of productivity and 
increased absence from work. Croft-Jeffreys and Wilkinson calculated that depression 
and anxiety at the primary care level cost the British Government F-373M at 1985 prices 
(Croft-Jeffreys 1989). Goldberg and Huxley (1992) contrast this figure with the economic 
costs of hypertension at the same period, estimated to be 037M. Patients with depression 
have a 4.8 times higher risk than an asymptornatic group of having had absence due to 
sickness (Broadhead 1990). For every 100 workers, 6 days are lost through absence and 
31 through diminished productivity every month because of mental health problems 
(Kessler C et al 1997). 
In the Whitehall II study, a longitudinal study of middle-aged civil servants, Stansfeld et 
al (1995) found that non-psychotic psychiatric disorder was the fifth most common cause 
of short spells of sickness absence in women and the sixth most common cause of short 
sickness absence in men. Longer episodes of sickness absence were even more likely to 
have a psychological cause. In their study of the functioning and wellbeing of depressed 
patients, Wells et al (1989) found that levels of disability in depressed patients were 
similar to those in patients with major chronic medical conditions. 
There is thus considerable evidence that depression and the other common mental 
disorders have a significant public health impact. As Lewis and Araya point out, 
however, these disorders do not represent a public health priority (Lewis G 2001). The 
reasons for this are complex, and may have something to do with the fact that public 
health statistics tend to focus on mortality rather than morbidity rates. 
Common mental disorders can be compared with public health problems with higher 
mortality statistics by using the concept of the Disability Adjusted Life Year (DALY). 
Premature death leads to loss of years; disability leads to loss of a proportion of a year. 
There is no doubt that this methodology is flawed; the proportion of a year lost through a 
non-fatal illness can only be estimated. However, DALYs have allowed comparisons to 
be made between non-fatal disorders and those with a high mortality in terms of the 
global burden of disease. This method estimates that mental health problems account for 
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over 8% of the global burden of disease and projects that by 2020 major depression will 
be second only to ischaernic heart disease in its global impact (Murray, 1997). Even if 
these estimates and projections are of doubtful accuracy they have "profound 
implications for public health and epidemiological research" (Lewis, 2001). 
2.3 Detection of depression and anxiety by GPs 
2.3.1 Introduction 
The detection of mental disorder in primary care has been described as the filter between 
the second and third levels of care (Goldberg and Huxley 1992). It has been noted that 
this filter is different from the others in that describes an interaction between clinician 
and patient in which the clinician may fail to detect an illness. Any discussion of 
detection of depression and anxiety in primary care therefore, raises issues of quality of 
care and asks questions about the role and performance of the general practitioner. It also 
raises the question of the appropriate thresholds for diagnosis; at what level of distress or 
disability is it reasonable to expect a depressive disorder to be detected? This is a 
particularly important question for general practice since this is where most of the 
detection takes place. 
One of the more influential documents in this field was published in 1992 as a consensus 
statement of the Royal Colleges of Psychiatry and General Practice at the launch of the 
'Defeat Depression Campaign' and was entitled 'Recognition and management of 
depression in general practice' (Paykel and Priest 1992). While agreeing that 'most 
depression is treated in general practice' the authors argue "about half the patients 
consulting with depression are not recognised". They concede that "recognising 
depression is also made difficult by the frequency in general practice of presentations 
with somatic symptoms and of depression related to physical disorders. " They consider 
that there are factors in the patient, in the practitioner and in the consultation process that 
have an effect on recognition, but go on to argue that "Accurate recognition of depression 
in general practice depends primarily on the skill of the doctor as interviewer". It is not 
certain that the authors were correct in making this assertion; this will be discussed in 
more detail below. It is likely that their uncompromising tone contributed to general 
practitioners sense of being criticised for their "failure to detect depression" (Heath 
1999). 
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2.3.2 Defining detection of depression and anxiety by general 
practitioners 
2.3.2.1 Introduction 
Any study that examines the rate of detection of a mental disorder by general 
practitioners must both define the mental disorder and be clear when it is detected. It is 
important that patients are assessed for the presence of mental disorder using validated 
criteria and equally important that the general practitioners under study are not aware of 
the outcome of such assessments until they have seen the patient. It is also necessary for 
the subjects in the study to be representative of general practice attenders. 
2.3.2.2 General methodology 
To an extent, these requirements have influenced the methodology for studies of rates of 
detection, a methodology that is exemplified below by Goldberg and Blackwell (1970). 
Many of these studies are cross-sectional in design (Boardman 1987, Marks et al 1979), 
although in some studies a cohort of patients is followed up to assess outcome (Goldberg 
and Blackwell 1970). The studies often recruit consecutive attenders to the general 
practitioner's surgery; the patients are often assessed by questionnaire or interview before 
they see the general practitioner, but the general practitioner remains blind to the results 
of this assessment; and they are often based on a single doctor-patient encounter. This last 
feature might be seen as a limitation of studies of detection of depression and anxiety in 
general practice; the strengths and weaknesses of detection research based on a single 
interview are discussed below. 
2.3.3 Studies of detection 
The sort of study described above gradually evolved during the 1970s. Before Goldberg 
and Blackwell's work (1970), most studies of common mental disorders in primary care 
did not focus on detection, but described the prevalence of mental disorders. For 
example, in Ryle's retrospective casenote review (1960) the physician himself defined a 
case of mental disorder, and only those 'detected' by him were cases. This is an important 
piece of descriptive work because it is one of the earliest attempts to describe and 
categorise common mental disorders in British primary care and was done by a physician 
working in primary care. However, Ryle ignores the possibility of undiagnosed 
psychiatric disorder in general practice. Paykel and Priest's (1992) estimate that 'about 
half the patients presenting with depression are not recognised' has already been referred 
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to. In other words, there may be a 'hidden psychiatric morbidity' that matches the 
'conspicuous psychiatric morbidity' in size. 
The terms ' hidden psychiatric morbidity' and 'conspicuous psychiatric morbidity' first 
appear in Goldberg and Blackwell's 1970 study of case identification. This is an early 
systematic study of detection in general practice. In this study the authors screen for 
psychiatric illness using the 60-itern General Health Questionnaire (GHQ-60) and then 
compare the results with a standardized psychiatric interview (Goldberg et al, 1970). 
Consecutive attenders were studied and the general practitioner was then asked to rate the 
level of psychiatric disturbance on a5 point scale ranging from 'no psychiatric 
disturbance detected' to 'psychiatric illness-marked' without any knowledge of the 
patient's score on the screening questionnaire. This is a study, therefore, that defines the 
psychiatric illness to be detected and is clear in its definition of detection by the general 
practitioner. 
Since this early study there have been numerous other studies using a very similar 
methodology. The most commonly used screening instrument in such studies has been 
the General Health Questionnaire (Goldberg and Williams 1988). Table 2.4 (adapted 
from Goldberg and Huxley 1992) summarizes the findings of some of these studies. 
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Table 2.4 Detection of depression in primary care 
Investigator, No. of Drs CPM Bias Identification 
Location Screening test index 
Goldberg et al 45 residents 39.7 1.46 0.80 
Charleston USA GHQ-28 
1980 
Marks et al 91 GPs 31.1 0.79 0.54 
Manchester UK GHQ-60 
1979 
Boardman 18 GPs 19.3 0.19 0.36 
London UK GHQ-28 
1987 
Schein 32 GPs 17.6 0.45 0.31 
Philadelphia USA GHQ-28 
1977 
These studies took place both in England and America. All use the General Health 
Questionnaire as the screening instrument for mental disorder. This questionnaire can be 
administered in 12,28,30 and 60 item versions. Each version has a threshold, and a score 
at or above the threshold defines a probable case of psychiatric disorder. For example, the 
threshold for the GHQ-12 is 2/3, and for the GHQ-60 it is 11/12. 
CPM stands for conspicuous psychiatric morbidity, and represents the percentage of 
attenders identified as cases by the doctors. 
Bias is used in an unusual way in this context. It describes the number of cases identified 
by the GP divided by the number of GHQ cases. This will give a number >1 if the doctor 
tends to over diagnose mental disorder in relation to the screening instrument; <1 if he 
diagnoses it less often than the screening instrument. 
The Identification Index measures the ability of the doctor to identify positive cases 
correctly. The number of identified cases is compared with the 'expected true positives', 
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which is itself calculated by using a formula that takes account of the probable number of 
false positives in a particular run of patients. 
As table 2.4 shows, the group of doctors who detected most of the GHQ cases (and 
therefore had the highest identification index, 0.80) are those in the Charleston study. 
However their bias of 1.46 shows that they tend to over diagnose mental disorder in their 
patients in relation to the GHQ. Their diagnoses therefore lack specificity in terms of the 
GHQ and in relation to the other studies. The higher rate of detection in the Charleston 
study is not necessarily a marker for good quality care. Diagnosis of psychological 
disorder in the absence of significant distress or disability may be experienced by patients 
as intrusive or inappropriate. 
These studies are all based on single encounters between doctor and patient and suggest 
that the hidden psychiatric morbidity may be even greater than 50%. 
2.3.4 Limitations of studies of detection 
There are two possible methodological limitations to these studies. In all of them a 
screening instrument, the GHQ, is used as the 'gold standard' against which GP detection 
is measured. They are all based on a single doctor/patient encounter 
2.3.4.1 The use of the General Health Questionnaire and other screening 
instruments 
The GHQ was not developed as a diagnostic instrument for depression or any other 
mental disorder, but as a screening instrument. It was designed to "focus on breaks in 
normal function" (Goldberg and Williams 1988). It could therefore be argued that the 
GHQ lacks specificity for the diagnosis of depression. In the "User's Guide to the 
General Health Questionnaire" Goldberg and Williams review the studies current at that 
time, that test the validity of the GHQ against more detailed psychiatric interviews such 
as the Present State Examination (Wing et al, 1978) and the Clinical Interview Schedule 
(Goldberg et al, 1970a). The median sensitivity and specificity values from these studies 
are shown for different versions of the GHQ in table 2.5. Sensitivity is defined as the 
proportion of true positives that are correctly identified, and specificity is the proportion 
of true negatives that are correctly identified. In these examples 'true' positives and 
negatives are defined by the psychiatric questionnaires referred to above, and these are 
the so-called gold 'standards' with which the GHQ is compared. 
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Table 2.5 Median sensitivity and specificity values of different versions of the 
GHQ compared to more detailed psychiatric questionnaires (After 
Goldberg and Williams, 1988) 
GHQ version Number of studies Median sensitivity Median specificity 
reviewed (%) (%) 
GHQ- 12 6 86 80 
GHQ- 28 12 86 82 
GHQ- 30 29 81 80 
GHO- 60 16 79 87 
It can be seen from these validation studies that the GHQ has a reasonable sensitivity and 
specificity as a screening instrument for psychiatric disorder. There is little to choose 
between the different versions in terms of sensitivity and specificity. In some of the 
studies included in this data the GHQ was validated against a number of psychiatric 
diagnoses, not just depression. The authors note that the GHQ was not designed to 
identify all psychiatric disorders; for example it is not sensitive to substance abuse 
disorders, anti-social personality disorders and phobias. In one large community study 
(Newman et al, 1988) the authors have shown that whereas the sensitivity to all 
psychiatric disorders may have been as low as 48%, the sensitivity to major depression 
was 88%. They argue "it seems likely that the sensitivity of the GHQ to depressive illness 
is as good as any of the dedicated scales". 
Bashir et al (1996) compared the sensitivity and specificity of the 12-item GHQ at 
different thresholds against the PROQSY (Lewis et al, 1988) in a validation study in 
British primary care. The PROQSY is a computerised version of the Clinical Interview 
Schedule (Goldberg et al, 1970a). The validity of the GHQ-12 was assessed using a ROC 
analysis. An ROC curve is obtained by plotting sensitivity against false-positive rate for 
all possible cut-off point of a screening instrument. The area under the ROC curve is a 
summary measure of the ability of the instrument to discriminate between cases and non- 
cases. In this example, cases were defined using the PROQSY. A value of 0.5 indicates 
that the ability of the test to discriminate is no better than chance; a value of 1.0 indicates 
a test with perfect discrimination. The usual threshold for caseness using the GHQ-12 is a 
score of 3 or more. Using this threshold the authors found that the area under the ROC 
curve was 0.84. They suggest that a score of 3 or more is therefore a reasonable threshold 
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for case identification in British primary care. It is noted however that although the 
sensitivity of case identification drops at higher thresholds, a score of 8 or more gives a 
specificity of virtually 100%. 
2.3.4.2 Screening instruments and the threshold for case-finding 
If screening instruments are used to assess GPs' performance then the threshold score for 
6caseness') on the screening instrument becomes very important. If the threshold to 
identify a possible case of mental disorder is low then more cases will be generated, and 
it is likely that the rate of case-identification will also be low. In the 'Hampshire 
Depression Project' (Thompson et al, 2001) 18,414 primary care attenders were given a 
screening instrument for anxiety and depression, the Hospital Anxiety and Depression 
(HAD) scale (Zigmond and Snaith, 1983). The HAD is a self-administered rating scale 
that gives separate scores for anxiety and depression. It was originally designed for use in 
hospital but has been validated as a screening tool in general practice (Wilkinson and 
Barczak, 1988). The threshold for identifying a possible case of depression is usually 
taken as a score of 8 or more out of a possible 21 on the depression subscale. 
GPs were blind to the results of the HAD and were asked to complete a4 point rating of 
depression for each patient, from 'O-no depression detected' to '3-clinically significant 
depressive illness'. The mean recognition rate in this large study, using the threshold 
score of 8 or above on the HAD, was 3 6.1 %. The specificity shown by the GPs with 
respect to diagnosis was high, at 91.5%. This is similar to rates quoted in numerous other 
studies in primary care using various versions of the GHQ (Goldberg and Huxley, 1992). 
The authors then went on to describe the relationship between recognition rates and 
severity of depressive symptoms according to the HAD. The proportion of missed cases 
drops as the threshold increases. For example, it has been noted that at a threshold score 
of 7 or more, 64.7% of cases were missed. At a threshold of 14 or more, only 30% of 
cases were missed. 
This link between detection and severity has been found in a number of other studies and 
is discussed below in the section dealing with factors affecting detection (2.3.5.2). 
2.3.4.3 The two stage design 
A modified version of the design described above has been used by some studies. A two- 
stage design is used, in which the subjects are first screened (for example using the GHQ) 
and those who are cases using the screening instrument are then given a more detailed 
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psychiatric interview (Von Korff et al, 1987). This design is a refinement of the simple 
one-stage study. It allows researchers to identify which mental disorders are less likely to 
be detected. It can also be argued that the two-stage design is more specific in defining 
cases of mental disorder. Screening instruments such as the GHQ are more sensitive to 
transient emotional distress than diagnostic interviews such as the Clinical Interview 
Schedule (Goldberg et al, 1970a) or the structured interview for the DSM-IIIR (SCID) 
(Spitzer et al, 1989). The two-stage design may give a more accurate assessment of GPs' 
diagnostic performance. 
Some authors are not convinced even by the more evolved scales that have been 
developed to measure depression. In a review of depression rating scales Snaith (1993) 
comments "The measurement of depression is as confused as the basic construct of the 
state itself. " He goes on to argue that insufficient emphasis has been placed on depressed 
mood in the various scales, and instead 'content validity' has been more important, 
leading to the inclusion of a wide range of items to reflect all the possible symptoms of 
the disorder. Snaith urges 'careful scrutiny' of all the measurement scales and his review 
demonstrates the difficulty of establishing any kind of 'gold standard'. 
2.3.4.4 Measuring detection of depression in general practice based on a 
single doctor/patient encounter 
The majority of the studies of detection of depression and the other common mental 
disorders in general practice have been based on a single encounter between GP and 
patient. There are obvious practical advantages to using the cross-sectional survey 
method; it is relatively inexpensive and gives rapid results. This methodology has been 
widely adopted as can be seen from the studies referred to above. 
Observing a single doctor/patient encounter may not be the ideal way to examine GP's 
ability to detect mental disorder for a number of reasons. 
The general practice consultation, although it is a single event, may also be part of a 
longitudinal encounter between doctor and patient. Symptoms evolve over time, as do 
diagnoses. It may not be reasonable to expect instant diagnosis of psychological disorder 
for patients who present ambiguous or physical symptoms. 'Watchful waiting' is a 
reasonable strategy if the diagnosis is uncertain and a mild to moderate mood disorder is 
suspected. 
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It may also be better to observe transient disturbance of mood over time, than to label it 
as a psychiatric disorder. Not only do a significant number of such disturbances resolve 
spontaneously (Ormel and Tiemans, 1995), but the diagnosis of a mental disorder may be 
stigmatising for the patient. The effect of doctors' and patients' perception of 'stigma' on 
the detection of common mental disorder is explored in more detail below. 
Studies based on a single consultation may also underestimate primary care physicians' 
rates of detection of mental disorder if the assessment of the rate is based on a review of 
the physician's notes and charts. In one study 27% of the 'non-detected' cases of mental 
disorder received some sort of mental health care from their doctor (Ormel et al, 1991). 
This tells us more about record keeping than it does about the doctor's diagnostic 
acumen. 
2.3.5 Factors associated with detection 
There are a number of factors that may influence detection of mental disorder in primary 
care. There are characteristics in the doctor and in the patient that are associated with 
detection, and these are dealt with separately. There are also characteristics of the 
consultation that may have an association with the rate of detection of mental disorder: 
for example, whether psychiatric symptoms are mentioned by the patient, and if so, when. 
2.3.5.1 Characteristics of the doctor 
There are a number of characteristics in the doctor that might influence the detection of 
mental disorder. Age, sex, psychiatric training and interviewing style are among those 
that have been most extensively studied. 
2.3.5.1.1 Age and detection 
In this context age is a proxy for clinical experience. There is no firm evidence for an 
association between the doctor's age or experience and his ability to detect mental 
disorder. In one study (Marks et al, 1979) an independent observer rated doctors who 
were better at detecting mental disorder as being older and more experienced, but this 
was only one of a group of characteristics shown by these physicians and the significance 
of the association is not established. 
2.3.5.1.2 Sex and detection 
No clear difference in ability to detect mental disorder has been established between male 
and female doctors (Marks et al 1979, Ustun & Sartorius, 1995). 
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2.3.5.1.3 Psychiatric Training, interviewing style and detection 
The importance of the skill of the doctor as interviewer has already been emphasised by 
Paykel and Priest (1992): "Accurate recognition of depression in general practice depends 
primarily on the skill of the doctor as interviewer. " Even if the doctor's skill has not been 
established as the primary factor, it is clearly important. 
A distinction needs to be made here between formal general psychiatric training for GPs 
and training or skills packages designed to focus on the sorts of behaviours that have been 
shown to improve rates of detection in primary care. Although Marks et al (1979) rated 
'good detectors' as having a greater interest in psychiatry, there is no evidence that a 
higher psychiatric qualification is associated with higher rates of detection. 
There are however, a number of studies that look at the interviewing skills associated 
with detection. Goldberg et al (1980a and 1980b) described the following skills: 
At the start of the interview 
Makes eye contact with patient 
Is able to clarify complaint 
General Interview Skills 
Picks up verbal and non-verbal clues 
Can deal with over-talkativeness and interruptions 
Isn't buried in the notes 
Types of question 
Asks directive and closed psychiatric questions 
Makes supportive comments 
Asks about home 
A number of studies have shown that teaching these sorts of skills has led to improved 
rates of detection (Gask et al, 1989b). One study showed that such skills may be 
particularly useful in the treatment of somatisation disorders (Gask et al, 1989a). These 
studies involved a number of teaching sessions and focused on general practice trainees. 
It is not known whether the same improvements would be seen with more experienced 
general practitioners, and as Kendrick points out it is not easy to deliver interventions like 
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this in primary care (Kendrick, 2000). Hannaford et al (1996) evaluated a simpler 
educational package for depression and found that exposure to the package significantly 
improved rates of detection in the study group. There was, however, no control group. 
Howe (1996) also designed an intervention that focused on the sorts of skills listed above, 
and showed that it improved the rate of detection. In this study the package was designed 
to be used without outside support. She concludes that the rate of improvement was 
modest, but that it represented a considerable gain in return for a very brief intervention. 
These studies all describe a consultation style that helps elicit psychological symptoms 
and leads doctors and patients to move towards psychological diagnoses. 
2.3.5.2 Characteristics of the patient associated with detection of mental 
disorder 
2.3.5.2.1 Sociodemographic characteristics 
A number of studies have examined the effect of patients' sociodemographic 
characteristics on the detection of mental disorder. Their findings are not consistent. For 
example, earlier studies seemed to show clear associations between detection of mental 
disorder and female sex, middle age (30-49), living apart from one's spouse, being 
unemployed and lower educational attainment (Marks et al, 1979; Boardman, 1987). 
Female sex was also found to increase detection immediately by Kirmayer et al (1993), 
but this effect had disappeared at 12 months. However in this study detection was 
associated with higher educational attainment. No other sociodemographic variables were 
found to be significant. 
Coyne et al (1995) looked at the relationship of detection of depressive disorder to race, 
sex age and marital status. They did not find any significant associations, although they 
note that all seven non-whites in their study with depressive disorder went undetected. 
This may have been a chance finding or the numbers may have been too small to be 
significant. Araya (2000) notes that studies from less developed countries tend to find 
stronger associations between variables related to socio-economic status (income, 
employment and education) and detection, compared to studies from the more 
economically developed world. He argues that in less developed countries most of these 
sociodemographic features are associated with a higher likelihood of suffering from 
depression or anxiety. 
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2.3.5.2.2 Severity of illness. 
Numerous studies have shown an association between severity of symptoms and 
detection of common mental disorders in primary care. Kessler et al (1985) found a high 
GHQ score to be the second most powerful predictor of detection after 'psychological 
reason for consultation'. Von Korff et al (1987), Coyne et al (1995), Ustun and Sartorius 
(1995) and Simon et al (1999) are examples of more recent studies that show an 
association between severity of symptoms and detection. 
Coyne et al (1995) screened a total of 1580 family practice patients using the Center for 
Epiderniologic Studies-Depression scale (CESD)(Radloff, 1977). They then did a second 
stage interview using the Structured Clinical Interview for DSM-IIIR (SCID) (Spitzer et 
al 1989). Initial undifferentiated results established a rate of detection of 34.9% for major 
depression (see above) as defined by the SCID, and a rate of 32% for all depressive 
disorders. Further analysis of the severity of depression, for which the SCID gives a 
rating, showed a rate of detection of 18.4% for mild depression, 37.9% for moderate 
depression and 73.3% for severe depression. Overall, only 7.5% of the missed patients 
were severely depressed. Ronalds et al, (1997) also found that recognition was associated 
with more severe disorder in a naturalistic study of the outcome of anxiety and depression 
in primary care. 
2.3.5.2.3Physical Co-morbidity. 
Depression and other common mental disorders can often be associated with physical 
disorder. Freeling et al (1985) found that depression associated with physical disorder 
was more likely not to be detected. Ormel (1995) also argues that "mental illness is often 
missed in patients with physical cause". It is understandable that this should be the case 
since it is likely that the general practitioner and the patient will prioritise the physical 
disease in this situation. However Kirmayer et al (1993) showed that greater seriousness 
of co-morbid physical illness increased the chance of the likelihood of detection of 
mental disorder. This is an interesting finding and suggests that general practitioners 
discriminate between minor and more serious physical complaints and view the latter as 
more likely to be associated with mental disorders such as depression. Whether or not this 
is the case, it fits with the findings of Olfson et al (1995), that physically healthy primary 
care patients who perceive themselves as having poor physical health are less likely to be 
identified as suffering from mental disorder. 
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2.3.5.2.4 Reason for consultation 
Patients can present any symptom to their general practitioner. This contrasts to hospital 
specialists, whose patients have already been screened (usually by their GP). Patients can 
also attend surgery to discuss administrative matters, such as insurance claims and plans 
for travel vaccinations. They may attend for review of a chronic illness such as diabetes 
or asthma, or health promotion and screening tests, for example, cervical smears. These 
are just a few examples of the multiplicity of the reasons for general practice 
consultations. Any patient attending for a cervical smear or to discuss an insurance claim 
may also be depressed. A psychiatric questionnaire or interview given to such a patient 
may elicit depressive symptornatology that is not expressed in any way in the 
consultation. 
Patients who are depressed may present their symptoms in a number of ways. They may 
present with physical symptoms, psychological symptoms, or what Araya calls 
'ambiguous symptoms': non-specific symptoms such as malaise, weakness, tiredness etc 
(Araya 2000). Araya has described the different rates of detection of common mental 
disorder for these different presentations in his study of factors influencing the detection 
of mental disorder in Santiago, Chile. Patients consulting for 'ambiguous' symptoms had 
a rate of detection of common mental disorder of 56.3%. Those with a physical 
presentation had a rate of 44.3%. Patients with a psychological reason for consultation 
had a detection rate of 84.3%. 
These findings are similar to those of Coyne et al (1995). Undetected cases were milder 
and "physicians were more sensitive to depression in patients who were overtly 
psychologically distressed. 11 
Tylee et al (1995) also found that the mention of psychiatric symptoms in the 
consultation was associated with higher rates of recognition. In their study the point in the 
consultation at which psychiatric symptoms were mentioned was of great importance. 
After adjusting for physical illness, depression was ten times less likely to be recognized 
if the first psychiatric symptom was mentioned late in the consultation, or not mentioned 
at all, than if it was mentioned early in the consultation. 
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2.3.5.2.5 Functional somatic symptoms 
There is a group of patients who attend primary care who are suffering from 
psychological distress but who do not present their symptoms in a psychological way. 
How then do they present to the general practitioner? 
Most patients in primary care do not present 'diseases' to their doctor; they present 
symptoms of illness. The distinction between a patient's experience of the symptoms of 
illness and the doctor's diagnosis of a disease is illustrated by Hellman's discussion of the 
apparent paradoxes of 'disease without illness' and 'illness without disease' (Hellman, 
1990). Disease without illness exists when medical technology, often through tests such 
as blood pressure measurement or cervical screening, discovers an abnormality in an 
asymptornatic patient. Illness without disease is in a sense, the opposite. The patient feels 
that something is wrong, and this is often experienced in a physical way. The doctor 
excludes a specific physical disease by examination and investigation. The patient may be 
reassured and the symptoms may improve. They may, however, persist. 
The combination of somatic symptoms and no formal medical diagnosis is very common 
in general practice. Many different terms have been used to describe this situation. Both 
the DSM-IV and the ICD-10 include a category of 'somatoform. disorders', with a 
number of subsidiary categories. On the whole, patients who conform to the diagnostic 
criteria of these systems tend to have prolonged and severe disorders. To illustrate this the 
criteria for Undifferentiated Somatoform Disorder are reproduced below 
(Undifferentiated Somatoform Disorder is at the milder end of the DSM-IV spectrum of 
Somatofonn Disorders): 
One or more physical complaints, e. g., fatigue, loss of appetite, 
gastrointestinal or urinary complaints. 
Either: 
appropriate evaluation uncovers neither organic pathology or 
pathophysiologic mechanism to accountfor the physical 
complaints 
Or: 
when there is related organic pathology, the physical complaints 
or resulting social or occupational impairment is grossly in 
excess of what would be expectedfrom the physical findings 
Duration of the disturbance is at least six months 
(From Diagnostic and Statistical Manual of Mental Disorders). 
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The diagnostic criteria for Somatization Disorder are more detailed and describe a much 
more severe disorder. As well as the criteria set out above they include a history of 
several years of illness and at least 13 from a list of 35 somatic symptoms. These range 
from common somatic symptoms such as dizziness, back pain and abdominal bloating, to 
.. conversion or pseudoneurologic symptoms' such as amnesia, blindness and paralysis. 
Many of the patients who present in general practice with illness without disease do not 
qualify for these categories, often because their disorders are more transient or less 
severe. Bridges and Goldberg (1985) described the DSM definition as "perhaps the most 
limited and inappropriate. " They propose the following operational criteria of 
somatisation: 
Consulting behaviour- the patient must seek medical help for 
somatic manifestations ofpsychiatric illness and does not present 
psychological symptoms 
Attribution- the patient must consider that these somatic 
manifestations are caused by a physical problem when they 
consult the doctor 
A psychiatric illness- they must report symptoms to the research 
psychiatrist that justify a psychiatric diagnosis using standard 
research criteria 
Response to intervention- in the opinion of the research 
psychiatrist treatment of the psychiatric disorder would cause the 
somatic manifestations either to disappear or to revert to the level 
they were at before the episode 
In addition to this restrictive definition of somatisation they coined the category of 
'facultative somatisers'. This was a group who did not attribute their somatic symptoms 
to a physical disease when questioned by the research psychiatrist. Patients' attributions 
for their somatic symptoms were important in understanding what kind of somatiser they 
were. Some held firmly to a belief in a physical cause for their symptoms and others were 
more willing to entertain alternative psychological explanations. 
Weich et al (BJGP 1995) have estimated the prevalence of 'somatic presenters' at a 
British general practice to be 25% of attenders, one in six of whom were pure somatisers 
by the criteria of Goldberg and Bridges (1985). All of these 'somatic presenters' were 
probable cases of psychiatric disorder and GP detection of psychiatric morbidity was 
significantly lower among 'somatic presenters' than for other cases of psychiatric 
disorder. 
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Mayou and Fanner (2002) use the term ýfunctional symptoms' to describe a broader 
group of patients. This terminology has been chosen because it is neutral with respect to 
aetiology. A similar term, now often used, is 'medically unexplained symptoms'. These 
terms do not presuppose that the symptoms have their root in psychological distress. In 
fact Mayou and Farmer go out of their way to reject what they describe as the 'Cartesian 
Dualism' of the separation of Mind and Brain, which in turn, they feel, has led to the 
separation of mind and body in Western medicine. Instead they argue for an acceptance 
of the interaction of physical and psychological factors in aetiology. 
The more common functional symptoms and syndromes are listed by the authors: 
Muscle andjoint pain (fibromyalgia) 
Low back pain 
Tension headache 
Atypical facial pain 
Chronicfatigue (myalgic encephalomyelitis) 






This list includes well-recognised syndromes such as irritable bowel and individual 
symptoms that are so common as to be almost universal, such as tension headache. It is 
not surprising, therefore, that these symptoms are common in primary care in a number of 
countries. In the WHO study of somatisation in primary care settings in 14 countries, 
Gureje et al (1997) screened 25,916 patients using the 12-item General Health 
Questionnaire, and also assessed patients for physical disease, self-rated health and 
number of disability days. Somatization disorder as defined by the International 
Classification of Disease (WHO, 1992) was uncommon in primary care settings, but 
unexplained somatic symptoms were common and were associated with depression and 
anxiety. Although they are so common, these symptoms of illness without disease are not 
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always trivial or unimportant. They are often disabling especially if prolonged, and the 
WHO study shows that up to half of these patients remain disabled by their symptoms a 
year after presentation. 
The aetiology offunctional somatic symptoms 
The aetiology of functional somatic symptoms is necessarily complex. By definition 
organic disease has been excluded as a cause. Mayou and Farmer (2002) favour a multi- 
factorial aetiology. This emphasises interpersonal factors, including the role of health 
care professionals in exacerbating these symptoms by raising anxiety and over- 
investigating. It divides aetiological. factors into those that predispose, those that 
precipitate and those that perpetuate the disorder. Among the precipitating factors 
identified by Mayou and Farmer are 'awareness of physiological changes associated with 
stress, depression and anxiety'. 
There is no doubt that there is a psychological dimension to the aetiology of functional 
somatic symptoms. The WHO study has shown that these symptoms are often associated 
with anxiety and depression. The association is stronger when there is multiple functional 
symptornatology. As Mayou and Farmer point out ".. the more somatic symptoms a 
person has, the less likely it is that these symptoms reflect the presence of disease and the 
more likely there is associated depression and anxiety. " Unexplained somatic symptoms 
are common in patients with major depression. In an international study of the relation 
between somatic symptoms and depression Simon et al (1999) found that half of the 
depressed patients reported multiple unexplained somatic symptoms. 
Simon has also shown that a greater number of somatisation symptoms are strongly 
associated with overt expression of psychological distress and psychiatric symptoms. The 
strongest associations are with anxiety and depression (Simon and VonKorff, 1991). 
However, 11% of patients with major depression diagnosed using DSM-IV criteria 
(American Psychiatric Association, 1994) and multiple somatic symptoms denied 
psychological symptoms of depression on direct questioning (Simon et al, 1999). 
A number of key points about somatisation or functional somatic symptoms emerge from 
the above: These symptoms are common in primary care; the process of somatisation or 
the process by which functional somatic symptoms evolve is a complex one, and patients' 
own attributions for their symptoms play a part in it; they are often associated with 
psychiatric disorder, especially anxiety and depression; detection of mental disorder in 
this group of patients is less likely than in other patients with psychiatric disorder. In a 
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review of the understanding and treatment of medically unexplained physical symptoms 
(MUPS) Burton (2003) writes that such symptoms have a complex genesis, reflecting 
personality, physiology, life experience, health cognitions and interactions with 
healthcare professionals. He argues the need for further research in primary care to 
achieve a greater understanding of patients' health cognitions. 
The relationship between somatic symptoms and depression and anxiety in different 
cultures 
It has been argued that the degree to which emotional distress is presented in somatic 
terms is, at least in part, culturally determined (Kleinman 1988, Bhatt et al 1989). If this 
is the case, it is a matter of practical as well as theoretical importance for GPs in the 
United Kingdom in view of the size of minority ethnic communities. According to the 
National Institute of Mental Health in England (NIMHE) 6.4 million people in England 
belong to ethnic minority communities, representing about 1 in 8 of the population 
(NIMBE 2003). Some researchers have argued that patients from non-Westem cultures 
or developing countries are more likely to report somatic symptoms of distress and more 
likely to deny psychological attributions. In their study Bhatt et al (1989) compared 3 
groups characterized by their language of preference: an English group, a Gujarati group 
and an Urdu group. They found that compared to the English group, the Gujarati group 
had fewer psychosocial complaints, and were more likely to attribute their complaints to 
physical causes. Gujarati patients were also found to have increased worry about health in 
the absence of any evidence of greater physical morbidity. 
There is no evidence that I am aware of that members of ethnic minorities suffer less 
psychological morbidity than the ethnic majority in England. However, if they are less 
likely to report psychological symptoms of distress they may be less likely to be treated 
for depression. Black and South Asian patients are less likely to have mental health 
problems recognized by their GP than White patients (Odell et al 1997, Bhui et al 2001). 
In their systematic review, Bhui et al (2003) looked at quantitative studies comparing use 
of mental health services by more than one ethnic group. They note that Black people 
were less likely to be referred to specialist services compared to White and South Asian 
patients who visited their general practitioner. This may be because GPs are less likely to 
recognize psychiatric problems in Black people. The focus of Bhui's systematic review 
is on those patients who are cared for by specialist services, and are therefore more likely 
to have more severe illnesses. However, reduced rates of recognition of psychological 
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disorder in ethnic minorities in primary care may be implicated in the lower rates of 
referral of Black patients to specialist psychiatric services. 
Simon et al (1999) examined the relationship between somatic symptoms and depression 
in primary care settings in countries representing a range of cultures, levels of economic 
development, and types of health care delivery. They identified three different definitions 
of somatisation that have been used by researchers. The first definition is the most 
inclusive: patients who somatise are those who have psychiatric disorders but present to 
their physician with somatic symptoms (Goldberg and Bridges 1988a). The second 
definition emphasizes the association between depression and unexplained physical 
symptoms (Simon and von Korff 1991). The third definition emphasizes the denial of 
psychological distress, and has been thought to be important in cultures where 
psychological illness carries a greater stigma (Kleinmann 1988). The authors compare the 
proportion of patients at each centre who met the criteria for a depressive disorder and for 
each of the definitions of somatisation. The authors divided the centres studied into two 
broad types: type A centres were characterized by ongoing patient-physician 
relationships, scheduled appointments and detailed medical records. In type B centres, 
patient-physician relationships were not ongoing and appointments were unscheduled. 
Most type A centres were located in the Western world and characterized by higher levels 
of economic development. Type B centres were more likely to be found in the less 
developed world. 
When somatisation was defined in terms of presenting symptoms only (the first 
definition), there was a significant variation between the two types of centres studied. 
There was a greater tendency to somatic presentation of depression in type B centres. The 
relationship between depression and unexplained somatic symptoms (the second 
definition) found in this research has already been noted (2.3.5.3.7). This did not vary 
between types of centre, nor did the tendency to admit or deny psychological symptoms 
(the third definition). 
The authors argue that 'somatic symptoms are a core component of the depressive 
syndrome', and that they could legitimately have studied 'psychologization' among 
depressed patients presenting with primarily psychological symptoms. They conclude 
that patients' symptomatic experience of depression seems to vary little from one country 
to another. However, the structure of primary care systems and the interaction between 
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depressed patients and physicians may vary considerably between different countries. 
This is reflected in the variation in rate of somatic presentation of psychological disorder 
Patel et al (1995) compared two different ways of describing common mental disorder in 
a study based in primary care in Zimbabwe. They used the Revised Clinical Interview 
Schedule (CIS-R) (Lewis et al 1992) to describe the phenomenology of common mental 
disorders in the terminology of biomedical psychiatry; a ten-ninology that they argue has 
been developed in 'Euro-American' cultures. This has been called the etic approach to 
phenomenology. They then investigated patients' own explanatory models of their 
problems. This has been termed the emic approach to phenomenology (Favazza and 
Oman 1978). This theoretical distinction is based on the work of the linguist KL Pike 
(1982) who characterized etics as a 'generalized system of classification' and an emic 
unit as a physical or mental item or system treated by insiders as relevant to their system 
of behaviour. 
The Explanatory Model Interview used by Patel included items on the nature and origins 
of the problem, and also items on the perceived role of locally important factors such as 
being bewitched, ancestral spirits and kufungisisa, or 'thinking too much'. The authors 
argue that by using both emic and etic techniques they were able to integrate personal 
illness experiences with professional concepts of illness. Despite the fact that most 
patients with CIS-R diagnoses of mental disorder made somatic presentations, they found 
that only a minority perceived that their illness was exclusively physical. The use of the 
Explanatory Model Interview allowed the researchers to elicit a variety of alternative 
non-physical explanations for the symptoms of common mental disorder. The study 
suggests that these non-physical explanations are influenced, not only by local culture, 
but also by the interaction between patient and care-giver. Patients were interviewed after 
they had seen their care-giver, and those who consulted a traditional healer were more 
likely to cite 'spiritual causes' as the general explanation for their mental disorder than 
those who had attended a primary care clinic. 
The literature reviewed here suggests that patients of Black and South Asian origin in the 
United Kingdom are les likely than White patients to be identified as having mental 
disorders in primary care (Odell 1997, Bhul 2001). However, this may not be wholly 
attributable to a tendency on their part to make somatic presentations of psychological 
distress; Simon et al (1999) found that somatic presentations were common in all the 
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centres they studied and were associated with the characteristics of the primary care 
services and the nature of the physician-patient interaction rather than the characteristics 
of the patients. There is also evidence that most patients in non-Western cultures who 
make somatic presentations will offer non-somatic explanations of their psychological 
distress if given the opportunity (Patel et al 1995). 
Somatisation and the detection of depression and anxiety in primary care 
Kirmayer et al (1993) have looked in detail at the effect of patients' style of clinical 
presentation on primary care physicians' recognition of depression and anxiety. They 
assessed 685 patients attending family medicine clinics and 215 of these had high scores 
on the Center for Epiderniologic Studies Depression Scale (Radloff, 1977). Of the 
patients with major depression, 76% made what the authors called 'somatized 
presentations'. The authors identified four types of presentation for these patients: 
Psychosocial presenters, who presented with at least one 
psychosocial problem. 
Initial somatisers, who presented with a somatic symptom but 
when asked what caused their symptom spontaneously identified a 
psychosocial or psychiatric problem 
Facultative somatisers, who presented with only somatic 
symptoms and made somatic attributions for them, but when 
asked the direct question "Do you think worries or personal 
problems could have anything to do with causing your symptom 
or problem? " accepted the possibility of such a psychosocial 
explanation 
True somatisers, who would not accept worries or personal 
problems as a possible cause of their somatic symptoms. 
The authors found that among patients with major depression or anxiety, the rate of 
recognition was 77% for 'psychosocial presenters' and 22% for 'true somatizers'. 
Recognition of psychiatric distress in 'initial somatisers' was similar to that in those who 
presented with psychosocial symptoms, while psychiatric distress was almost as difficult 
to detect in the 'facultative somatisers' as it was in the true somatisers. There are a 
number of points of interest in this paper. It describes a high rate of somatic presentation 
of psychiatric disorder. It confirms the association between somatic presentation of 
psychiatric disorder and difficulty in detection. It distinguishes between different degrees 
of somatisation by looking more closely at the attributions that lie behind somatic 
presentations. The psychologically distressed patients that hold firmly to their somatic 
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attributions for their symptoms have the lowest rate of detection of psychiatric disorder, 
while those who are open to re-attribution are nearly as likely to be detected as patients 
who present with psychosocial problems. 
2.3.5.2.6 Stigma and lay attitudes to the professional consultation 
The stigma surrounding mental illness and a reluctance to consult the family doctor about 
depression have been singled out as barriers to the provision of care (Priest et al, 1992). 
Stigma surrounding mental illness, including depression, is also the subject of the 
campaign Changing Minds launched by the Royal College of Psychiatrists and aimed at 
the public (Crisp, 1999). 
The stigma associated with mental illness is not the only thing that prevents patients from 
seeking help for psychological problems in primary care. The majority of primary care 
patients think that some form of counselling is the most appropriate treatment for their 
distress and many believe that the antidepressants the doctor is likely to give them are 
addictive (Priest et al, 1992). A significant number of those who do not consult with 
psychological disorders believe the GP is not the right person to help them with their 
problem (Meltzer et al, 2000; Cape et al, 1999). 
Pill et al (2001) have looked at the lay attitudes to the primary care consultation with 
respect to emotional disorders in a qualitative study using focus groups. The results of 
their study can help towards an understanding of why some patients are reluctant to 
present psychological symptoms in the general practice consultation. They studied the 
attitudes of 127 subjects in 20 focus groups in South Wales. They found that most people 
regarded the symptoms of emotional disorder as "trivial", and something that they should 
be able to cope with themselves. The subjects contrasted emotional symptoms with 'real' 
disorders, which meant physical disorders. It was generally agreed that it was appropriate 
to take physical complaints to the doctor, not emotional complaints. As well as this 
concern not to 'bother the doctor' with inappropriate complaints, there was considerable 
scepticism concerning the ability of the GP to offer help even when subjects accepted that 
the 'emotional symptoms' constituted a psychological disorder such as depression. GPs 
were seen as having too little time, as unable to deal with the 'real' causes of the problem, 
and being able only to offer 'palliative' treatment such as antidepressants. 
The authors argue that a perception of the stigma of mental disorder does not appear to be 
the main explanation of patients' reluctance to disclose emotional problems. They point 
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instead to two other themes that emerged in the analysis. One of these is based on an 
evaluation of the service that GPs can provide for mental disorder, and a perception that it 
is inadequate or inappropriate. The other is the idea that the symptoms of common mental 
disorder are best dismissed as 'trivial' and explained away. The authors refer to this 
process as 'normalising'. They point out that normalising has also been observed in the 
relatives of patients with depression (Ginsberg et al, 1982). 
2.3.6 Improving the detection of psychological disorder in primary 
care 
2.3.6.1 The use of questionnaires 
There are a number of short, user-friendly self-report questionnaires that can be used to 
screen for depression and anxiety and have been tested in primary care. The GHQ and the 
HAD have already been mentioned; the Beck Depression Inventory (Beck, 1987) is 
another. A total of sixteen studies that have used these questionnaires to improve 
recognition rates in primary care were subjected to a recent meta-analysis (Gilbody et al, 
2002). In these studies patients were given the questionnaire before seeing their general 
practitioner. The results of the questionnaire were then fed back to the GP. This was done 
in one of two ways; either all patients' results were given to the GP, or the questionnaires 
were scored by a researcher who alerted the GP to those at high risk. In all but two of the 
studies, patients were randomised so that clinicians received feedback for some patients 
and not for others. The rate of recognition was improved if the questionnaires were 
scored and the clinicians alerted to high-risk patients. Unselected feedback of all 
questionnaire results did not improve recognition. 
A further meta-analysis was undertaken by the same group (Gilbody et al 2002) of 
clinical trials that looked at the routine feedback to clinicians of health related quality of 
life instruments such as the Short Form-36 (Ware et al, 1993). There was no impact on 
the recognition of depression despite the fact that all the questionnaires studied contained 
specific items relating to depression. 
2.3.6.2 Educational interventions and implementation of guidelines 
The use of educational Interventions to increase the recognition of depression in primary 
care by GP trainees has been described above in section 2.3.5.2.2 At least one study has 
shown that teaching interview skills can lead to improved rates of detection (Gask et al, 
1989b). The Hampshire Depression trial combined education of clinicians and 
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implementation of guidelines (Thompson et al, 2000) but did not show any benefit in 
terms of rates of recognition of depression, nor outcomes for the patients, nor changes in 
the process of care (Peveler, 2001). In general research has shown that guidelines by 
themselves do not have significant impact on clinical practice unless they are part of 
wider more complex strategies such as organisational interventions (Gilbody et al, 2002). 
2.3.7 The effect of detection of psychological disorder on outcome 
It has been widely argued that the detection of psychological disorder in primary care is 
both desirable and useful. In their 'consensus statement' Paykel and Priest (1992) assert 
that "Recognition seems to improve outcome". They quote two studies in their support, 
Freeling and Tylee (1992) and Ormel et al (1990). It is significant that they qualify their 
assertion and say that recognition seems to improve outcome". Even since the earlier 
studies, the evidence for this has been ambiguous. Goldberg and Blackwell (1970) noted 
that the outcomes for those with hidden and conspicuous psychiatric morbidity were very 
similar at six months. In both cases one in three cases were still 'ill'. On-nel et al (199 1) 
found that detection of depression or anxiety increased the likelihood of mental health 
interventions by primary care physicians. The mean duration of the illness was shorter in 
the detected cases (12.6 vs 18.8 months, t=3.81, p<0.01). However they felt that the 
relationship between recognition and course may have been confounded or modified by 
initial severity, recency of onset and reason for the patient-physician encounter, all of 
which were associated with both detection and duration of episode. When the data were 
reanalysed by diagnostic category they found that the association between detection and 
shorter duration of illness held for anxiety but not for depression. 
Other studies have reported similar findings. Dowrick and Buchan (1995) conducted a 
prospective 12-month study of the effect of detection, incorporating a randomised 
controlled trial of the effects of disclosure to general practitioners of undetected cases of 
depression. Patients with scores of 14 or more on the Beck Depression Inventory (Beck, 
1987) were recruited to either a control group of those whose depression was diagnosed, 
or an undiagnosed group. The latter were randomly assigned to one of two groups; their 
Beck scores were either disclosed to the GPs or remained undisclosed. Subjects were 
followed up at six months and twelve months. The median scores for the whole group 
improved from 19 at baseline, to 17 at six months and 16 at twelve months. There was no 
significant difference between the subjects whose scores had been disclosed and those 
whose scores were undisclosed. The median scores of the group diagnosed by their 
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general practitioners had increased over the study period. The authors conclude that 
neither diagnosis nor disclosure had an appreciable impact on six or twelve month 
outcome. They suggest that a diagnosis of depression in primary care should be seen as a 
marker of severity. 
Coyne (1995) also found that recognition of a mental disorder was a marker of the 
severity of the disorder. In this study, patients with major depression whose illness was 
not detected had less severe symptoms on the CES-D. The non-detected major 
depressives in Coyne's study had a mean HAD-D score of 12.5, and as Katon (1995) 
points out this would make them ineligible for most double-blind anti-depressant 
medication trials, for which an HAD-D score of 18 or more is usually required. These 
patients belong to a group of milder depressives and Coyne argues "there is a lack of 
proven treatment for the milder depressive disorders that went undetected". 
Simon et al (1999) also found that detected patients were more severely ill. They 
examined data from the large World Health Organization Psychological Problems in 
General Health Care study and found that 42% of those with major depression at baseline 
assessment were recognised by the primary care physician. The mean score for the 
recognised patients on the 28-item GHQ was 16.2 as compared to a mean score of 12.9 
for the unrecognised. They also found an improvement in outcome as measured by the 
GHQ at 3 months for both groups, the recognised and the unrecognised. At three months 
recognition did seem to confer some benefit. There was a mean drop of 6.1 on the GHQ- 
28 for those whose psychological disorder was recognised as opposed to a drop of 4.1 for 
the unrecognised. However, at 12 months the two groups did not differ in either change in 
GHQ score or change in diagnostic status from baseline. This suggests that if there are 
benefits from detection they may only be short-term. The authors point out that the design 
of the study means that patients with more severe or persistent depression might 
accumulate in the recognised group and those with more transient or milder illnesses 
remain unrecognised. They comment "We should not expect simple recognition to be an 
effective treatment for major depression. " 
Tiemens et al (1996) used the GHQ to screen 1,271 consecutive primary care attenders. 
These patients were reviewed at three and twelve months using both the GHQ and a 
second stage interview. Recognition in this study was not associated with a better 
outcome. 
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This does not mean that recognition of mental disorder is not desirable or useful; it does 
suggest that it is not necessarily enough in itself to improve outcome. In their study 
Dowrick and Buchan (1995) look more closely at the management of depression in the 
study population of GPs. All nine GPs understood management strategies and reported 
using doses of antidepressant drugs in line with the British National Formulary (1992). 
But the authors note what they call a discrepancy between these accounts and actual 
practice. Of the total of 68 cases whose depression was either diagnosed or disclosed to 
the GP, there was definite intention to treat in only 27 (40%) and possible intention to 
treat in 20 (29.4%). In this study intention to treat was associated with a worse outcome 
just as recognition was. It can be argued that intention to treat is a marker of severity in 
the same way that recognition is. 
The failure of recognition to improve outcome in these studies may be indicative of 
inadequacies or problems in management of mental disorder. After all, recognition is not 
treatment, it is merely a pre-condition for treatment. Dowrick and Buchan imply that the 
depressed patients in their study were under-treated, hence their argument that there is a 
'discrepancy' between GPs accounts of how they would treat depression and the 
treatment they offered. 
2.3.7.1 Screening for depression and outcome 
A recent review of studies of screening for depression in primary care settings in the USA 
(Pignone et al, 2002) examined 14 randomised controlled trials that evaluated the effects 
of screening for depression on diagnosis, treatment and clinical outcomes. 10 trials 
reported patient outcomes and of these 5 showed improvement with screening over usual 
care. The authors point out that "interventions that incorporated systematic means of 
improving treatment and follow up showed the greatest effect. " In his comments on this 
review, Sherman (2003) argues that studies that relied on feedback to primary care 
physicians of screening results did not have an effect on clinical outcomes, and that those 
studies that showed an improvement included a reorganisation of the system of care. 
More than one study has shown that a structured approach to management in primary 
care can improve outcome when compared to the usual treatment. Schulberg et al (1996) 
looked at eight-month clinical outcomes in a randomised trial of depressed patients in 
primary care. They compared standardised pharmacotherapy and psychotherapy to 
physicians' usual care and found that their intervention was significantly more effective. 
The standardised pharmacotherapy in this study was delivered by primary care physicians 
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in some cases. There was some improvement in depressive symptoms for patients who 
experienced 'usual care' but the implication of this study is that it is the quality of 
management that has most influence on outcome. 
Another approach that has been successful is the use of a 'care manager' for depression 
(Simon et al, 2000). Patients in primary care clinics in Seattle were randomly assigned to 
usual care or one of two interventions: feedback only or feedback plus care management. 
The authors concluded that monitoring and feedback to doctors yielded no significant 
benefits for patients on antidepressant treatment. A programme of systematic follow up 
and care management significantly improved outcomes. 
A full discussion of the management of depression in primary care lies outside the scope 
of this thesis. It may be naive to expect recognition alone to lead to greatly improved 
outcomes, since treatment of mental disorder is not always straightforward. Many of the 
psychological therapies that are popular with patients (Defeat Depression Campaign, 
1992) are not easily available in primary care. This is the case despite the fact that a 
recent systematic review (Churchill et al, 2001) showed that a range of brief 
psychological treatments for depression were effective and offered tentative support for 
the idea that these therapies might offer a modest cost advantage over usual care. The 
acceptability of many of drug treatments is not always high. A review of drug trials of 
treatment for depression shows drop out rates of between 22-32% (Effective Health Care, 
1993). The illness itself may be chronic, recurrent and difficult to treat; around 12-15% of 
those with major depression will have symptoms for a period of two years or more (Scott 
1988, Keller et al 1992). Any or all of these may have significant effects on outcome in 
patients whose mental disorder has been detected. 
In summary, there is not enough evidence to support the idea that detection of common 
mental disorder alone is enough to improve outcome. This is especially true for minor 
mental disorders. It has been suggested that detection may be a marker of severity and 
this raises the question of how much effort should be put into detecting disorders that 
may be less severe and where there is less evidence for effective treatment. There is 
evidence to suggest that structured management can improve outcome in major 
depression. Detection is important because it is a precondition of treatment; treatment, 
however excellent, can only be delivered to those whose disorder has been detected. 
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2.4 Symptom attribution. 
Symptoms are not experienced in isolation; they are accompanied by ideas, opinions and 
beliefs about their meaning. There are different levels of potential meaning for every 
symptom, physical or psychological. For example, a symptom may have a meaning in 
terms of the wider culture that is quite different from the personal significance it has for 
the sufferer. A cough heard in public may suggest infectious disease to the casual 
observer; for the sufferer it may be an anxious reminder that their cigarette smoking has 
caught up with them. It may even be a cause for serious alarm if they know someone 
whose lung cancer first showed itself in this way. A number of different meanings like 
this are often wrapped up in a single symptom. Symptom attribution describes the 
meanings that individuals give to individual symptoms. These attributions can combine 
wider cultural meaning and personal experience as they do in the example given above. 
2.4.1 Causal attribution and Health Belief 
'Attribution theory' has developed to explore ways in which people interpret the causes 
of events and behaviours (King, 1983). It has been used as a tool to help in the 
understanding of illness behaviour. To a certain extent, attribution theory is a 
development of the earlier 'Health Belief Model' (IFIBM) (Becker et al, 1977). The HBM 
proposes that health related actions are governed by specific health beliefs. The HBM is 
focused on the patient's beliefs about an illness, his motivations and his assessment of the 
benefits of help-seeking behaviour and treatment. In this sense it is a 'patient-centred' 
model. It includes the idea that individuals assess the risk of their illness and that this 
assessment is part of their decision-making process as to whether they seek help or not. 
King argues that the HBM is incomplete because it does not tell us about patients' causal 
attributions for their illnesses, and that "it is possible that the notion of risk may be 
deten-nined in part by different types of causal attributions about the illness itself. " In 
other words, attributional theory brings us closer to patients' risk assessments, which in 
turn motivate their help-seeking behaviour. 
The notion of risk assessment must be qualified by a critical view of the sort of 
information that patients use to develop their attributions. A number of different sorts of 
information affect estimates of risk: 'consensus information' concerns the way in which 
others behave in the same situation; 'consistency information' is about the way the 
individual has behaved in similar situations in the past (Kelley, 1971). 'Concrete 
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information' has been found to affect estimates of risk more strongly than abstract 
statistical information. In a study of smoking in pregnancy, King and Eiser (1981) found 
that mothers were more influenced by concrete examples ("I smoked all through my other 
pregnancies and my babies were all right") than statistical information. 
Despite the fact that they may be irrational, or at the least, unscientific, causal attributions 
are determinants of health behaviour. In one study of heart disease, patients' estimates of 
their risk of further heart trouble were more influenced by their attribution of the cause of 
the disease than their perception of its severity. Attributions were also found to predict 
attendance at blood pressure screening clinics (King, 1982). It can therefore be argued 
that an understanding of patients' attributions is an important part of the negotiation that 
lies at the heart of the general practice consultation. 
Attributions may also have an affect on patients' quality of life. In a study of the illness 
attributions of patients with schizophrenia, Mechanic (1994) showed that those who 
attributed their problems to bio-medical factors had a better subjective quality of life than 
those who attributed their problems to a mental illness. These findings suggest that 
certain illness attributions are associated with more favourable mental states. However 
there is no evidence that this is true for symptom attributions. Furthermore, depressed 
mood had an independent negative effect on quality of life in this study, and rates of 
depression are of course high in patients with schizophrenia (Leff, 1990). Depression is 
therefore a confounding variable in this study. The study raises the intriguing possibility 
that there is an association between non-psychological attributions for illness and a 
tendency to report a higher quality of life. 
2.4.2 Attributions of common somatic symptoms 
Robbins and Kirmayer (1991) have argued that patients' causal attributions for their 
common somatic symptoms are of equal interest to their attributions for their illnesses. 
Common bodily symptoms occur on a daily or weekly basis (Pennebaker 1982). They are 
often not associated with a particular diagnosis, but come unencumbered with causal 
explanations. Study of patients' lay explanations for these symptoms can therefore 
provide valuable insights into their models of health and illness. Robbins and Kirmayer 
argue that "Far from providing trivial information then, causal attributions of unlabelled 
symptoms may be more predictive of illness behaviour than are attributions of illnesses" 
(1991). 
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Common somatic symptoms are of particular interest in the study of detection of common 
mental disorders. The functional somatic symptoms listed above (2.3.5.3.5) are often 
associated with depression and anxiety. Patients who present these common somatic 
symptoms accompanied by psychological distress are less likely to be diagnosed as 
having a mental disorder (Kirmayer 1993). 
2.4.2.1 The dimensions of symptom attribution 
The potential interest of common ambiguous physical symptoms has been described 
above. It seems likely that focussing on the attributions for the sort of symptoms listed in 
section 2.3.5.2.5 will give a range of causal attributions and thus insights into patients' 
models of illness. Exploring individuals' attributions in detail for each symptom would 
give a richness of data, but would be a considerable undertaking and would make large or 
even medium sized studies impossible. An alternative approach is to predict attributions 
on the basis of attribution theory and common diagnostic categories. A subject in a study 
could then be asked for attributions for common somatic symptoms and given a choice of 
responses. The subject's 'attributional style' could be inferred from his choices over a 
range of symptoms. There are limitations to this method despite its obvious convenience. 
Although it allows for easier analysis of attributional style, it restricts the individual's 
choice of attribution. Richness of data is sacrificed in the effort to fit subjects into broader 
categories. It is therefore important that the categories chosen are useful and valid. 
Dimensions of attribution have been suggested by medical and psychological research. 
Patients often categorise their symptoms along the physical/psychological axis (Bishop, 
1987). Doctors also use this dimension, often distinguishing between 'organic' and 
'functional' illness (Kirmayer 1988). As Robbins and Kirmayer (1991) point out, the 
distinction between the organic and the functional is so important because it often guides 
the direction of further investigation and treatment. 
A further dimension is suggested by Kelley's 'Discounting Principle' (197 1). According 
to this idea, patients 'normalise' their symptoms wherever possible by attributing them to 
situational and environmental factors such as diet or temperature. Patients who adopt a 
normalising attribution are externalising and minimising their symptoms in the hope that 
they are transitory and insignificant. 
The idea that there are three dimensions of causal symptom attribution, the 
psychologising, the somatising and the normalising, has face validity. These are three 
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broad yet mutually exclusive categories. They do not obviously overlap with each other. 
It is difficult to find a causal attribution that does not fit into one of the categories and 
equally difficult to find an attribution that fits in more than one. There is a move in 
modem liaison psychiatry and in primary care to move beyond the 'Cartesian Dualism' of 
the mind/body split, which has given rise to the false dichotomy of 'organic' and 
'functional illness' (Mayou and Farmer 2002). There are many reasons why this should 
be welcomed, but it is a development in medical diagnosis and management. In the area 
of lay symptom attributions it can be argued that the 'Cartesian Dualism' of the 
mind/body split is alive and well. Normalising attributions can be contrasted with both 
somatising and psychologising attributions in one important respect; they are non- 
pathological. 
2.4.2.2 Symptom attributional style 
It is then important to establish whether or not subjects show patterns or styles of 
symptom attribution. If such patterns exist then they may have predictive value in terms 
of patient behaviour or diagnostic outcome. Kirmayer and Robbins (1991) developed an 
instrument, the Symptom Interpretation Questionnaire (SIQ) for assessing causal 
attributions along the lines discussed above. They chose 13 common somatic symptoms 
and attached to each a choice of either normalising, psychologising or somatising 
attributions. The symptoms were derived from the somatisation subscale of an outpatient 
psychiatric rating scale, the SCL-90 (Derogatis et al, 1973) and the explanations or causal 
attributions were generated by discussion among the researchers and family physicians. 
An example of one of the symptom questions and the three possible attributions is given 
below: 
If my stomach was upset I would probably think it was because: 
I've worried myself sick 
I have the flu or a stomach irritation 
I've had something to eat that did not agree with me 
The first attribution is a psychologising attribution, the second somatising and the third 
normalising. Subjects were asked to rate each explanation on a Likert type scale of 1-4, 
giving a total possible score of 52. In a study of 233 medical and sociology students the 
authors found that normalising attributions were most often chosen, with a mean score of 
34.5, and somatising attributions were least often chosen, with a mean score of 19.9. Only 
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3 of the possible 39 explanations were so unpopular that 80% or more of the subjects 
rated them as 'not at all'. This suggests that the respondents considered the explanations 
plausible. Subjects were also given other measures of body-consciousness, 
hypochondriasis and these were associated with somatic attributions. Normalising 
attributions had low correlations with these measures while subjects who made more 
psychologising attributions were more likely to score highly on measures of self-focus 
and introspection. Thus the scales were consistent with established measures of illness 
cognition. 
In the second part of the study, subjects' attributional. styles were compared at baseline 
and four months. Once again the subjects were medical and sociology students. In this 
study subjects were asked to choose one of the three attributions giving a total possible 
score of 13. The scores were distributed in a similar way to the first study; the mean 
normalising score was 6.7, the mean psychologising score 4.7 and the mean somatising 
score 1.4. Test-retest correlations at 4 months were (r--0.6) for psychologising and 
normalising and (r--0.52) for somatising. All three attributional styles showed moderate 
test-retest correlations, supporting the idea that attributional style is reasonably stable 
over time. 
In the third part of their study, Robbins and Kirmayer looked at both the antecedents and 
the consequences of symptom attribution. While the first two parts of the study took place 
in the university setting and the subjects were students, the third part was undertaken in a 
general medical setting and the study population was more diverse and closer to the 
population of ordinary primary care. It was hypothesised that causal explanations for 
symptoms would be influenced by past illness experience and therefore that patients with 
a history of psychiatric disorder would be more likely to make psychologising 
attributions and those with a history of physical illness, somatising attributions. The 
authors also predicted that patients who made more psychologising attributions for their 
common somatic symptoms would present more psycho-social problems, that patients 
who made more somatic attributions would present more physical symptoms, and that 
those who made more normalising attributions would present fewer problems of any 
kind. The authors argue that past illness experience both increases vigilance to future 
illness and provides a ready schema for interpretation or attribution of symptoms. 
The study findings bore out these hypotheses. Patients with more physical illness made 
more somatic attributions; patients with a history of chronic psychiatric problems made 
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more psychologising attributions. The normalising scale correlated negatively with past 
experience of psychiatric illness, and positively with levels of schooling. Psychological 
attributions were associated with the presentation of more psychosocial symptoms over 
six months while patients with more normalising attributions presented fewer 
psychosocial symptoms. Patients with higher somatising attributions presented more 
somatic symptoms over the study period. 
The authors were thus able to draw the following conclusions from these three studies: 
That the scales of the SIQ were consistent with other measures of illness cognition; 
That attributional style as measured by the SIQ is reasonably consistent over time; 
That attributional style is associated with past illness experience and predicts help- 
seeking behaviour. 
Robbins and Kirmayer have thus validated a scale for measuring attributional style and 
made a case for the usefulness of that measure. 
2.5 Concluding remarks 
This literature review has discussed the prevalence of the common mental disorders, 
depression and anxiety. It has shown that they are a cause of disability and disadvantage. 
In the review I have highlighted the fact that most of these disorders are managed in 
primary care and that detection is an important first step in this process. 
The variables that influence detection of the common mental disorders by general 
practitioners have been discussed in detail. These include factors in the physician such as 
interviewing style. These factors have been studied fairly extensively and some effort has 
gone into improving rates of detection by improving physicians' skills. Patient variables 
have also been shown to be associated with rate of detection of depression and anxiety. 
This literature review has highlighted some of the difficulties in detection associated with 
patient variables. In particular the presentation of somatic symptoms by patients who are 
psychologically distressed poses a problem for the general practitioner. Common somatic 
symptoms such as tiredness and headache are often associated with psychological distress 
and it is these symptoms that are usually presented first to general practitioners. Such 
presentations are associated with low rates of detection of mental disorder. 
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With this in mind I have gone on to look at the literature of symptom attribution. Patients' 
causal attributions for their common somatic symptoms have been shown to be 
reasonably consistent over time and to predict help-seeking behaviour (Robbins and 
Kirmayer, 1991). The two studies that comprise the rest of this thesis examine the effect 
of patients' causal attributions for their common somatic symptoms on the ability of their 
general practitioner to detect the presence of psychological disorder. The first part of the 
study examines the association between patients' symptom attributions and the general 
practitioners' detection of psychological disorder at a single encounter. The second part 
asks whether this association is maintained over time and whether different symptom 





0 3.1 The overa aim 
The overall aim of this thesis was to contribute to the better understanding of the part 
played by patients' attributions of their common somatic symptoms in the detection and 
outcome of the common psychological disorders in primary care. The study was 
conducted in two main parts. The first part investigated the association between patients' 
symptom attributional style and the diagnosis of psychological disorder by the general 
practitioner at a single encounter. The second part investigated the same association over 
a period of time. The association between patients' symptom attributional style and 
psychological wellbeing at three-year follow up was also examined in the second part of 
the study. 
3.2 The specific aims 
3.2.1 The first part 
The aim of the first part of the study was to investigate the association between patients' 
symptom attributions and general practitioners' detection of psychological disorder at a 
single encounter. 
3.2.1.1 Detailed aims 
Descriptive overview 
This study began by describing the characteristics of the patient sample in terms of age 
and sex, their symptom attributional style and the prevalence of psychological disorder. 
It continued by examining the rate of detection of psychological disorder by general 




The hypothesis being tested was that patients' symptom attributional styles are associated 
in some way with detection of psychological disorder by their general practitioner. More 
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specifically, the study tested the hypotheses that a normalising style of symptom 
attribution is associated with a low rate of detection of psychological disorder by general 
practitioners, and a psychological style of attribution associated with a higher rate. 
3.2.2 The second part 
The aim of the second part of the study was two-fold. The primary aim was to test the 
effect of patients' symptom attributional style on the detection of psychological disorder 
over a period of time. The secondary aim was to test the effect of symptom attributional 
style on psychological wellbeing in a longitudinal follow-up. 
3.2.3.1 Detailed aims 
Descriptive overview 
The cohort was described in terms of age and sex. The symptom attributional style of the 
cohort and the prevalence of psychological disorder were examined both at baseline and 
three year follow-up. The stability of attributional style over time was described by 
comparing symptom attributions at baseline and follow-up. An association was described 
between changes in attributional style over the study period and psychological wellbeing 
at outcome. The rate of GP detection of psychological disorder during the follow-up 
period was then examined. 
Hypothesis testing 
The longitudinal effect of symptom attributional style on the detection ofpsychological 
disorder 
The aim of this part of the study was to test the hypothesis that the association between 
patients' symptom attributional. styles and the detection of psychological disorder by the 
general practitioner persists over time. General practitioners often make a diagnosis over 
a number of consultations and therefore a longitudinal study of this association may be a 
more accurate reflection of clinical practice than a cross-sectional survey. 
The longitudinal effect of symptom attributional style on psychological wellbeing 
This aim was to investigate the possibility of an association between attributional style at 
baseline and psychological wellbeing at outcome in the same sample of patients. It tested 
the hypothesis that there was an association between symptom attributional style and 
psychological wellbeing; specifically that the outcome would be more favourable for 




The study began as a cross-sectional survey of general practice attenders in one North 
Bristol general practice. The participants were subsequently followed up in a 
longitudinal study over three years. This chapter considers those two parts in turn. 
4.1 Part 1: the cross-sectional survey 
4.1.1 Ethics committee 
Local research ethics committee consent for the study was obtained from the United 
Bristol Healthcare Trust Ethics Committee. A copy of the patient information sheet and 
consent form can be found in appendix 1. 
4.1.2 The design of part 1 
The aim of the first part of the study was to investigate the association between patients' 
symptom attributions and general practitioners' detection of psychological disorder at a 
single encounter. A cross-sectional design was chosen to achieve this aim. 
4.1.3 Recruitment 
Consecutive general practice attenders over 16 years old were invited to enter the study. 
Patients were seen in a private area next to the waiting room before seeing their general 
practitioner. They were given information about the study, their consent was obtained and 
they were given the questionnaires to complete. 
4.1.3.1 Exclusions 
The following groups of patients were excluded from the study: 
Patients who could not speak English and were not accompanied by an interpreter 
Patients with active symptoms of severe mental illness 
Patients who were too physically unwell to complete the questionnaires 
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4.1.4 Methodological issues 
A cross-sectional survey design was chosen to investigate the association between 
patients' symptom attributions and the general practitioner's detection of psychological 
disorder because it has certain advantages, both theoretical and practical. 
There was one main theoretical advantage. The cross-sectional design formed the basis 
for many of the earlier studies whose aim was to ascertain rates of identification of 
mental disorder in primary care. Goldberg and Huxley (1992) review five such studies 
that administer the General Health Questionnaire (Goldberg and Williams, 1988) to 
consecutive patients seeing a family doctor and ask the doctor to make ratings about how 
psychologically distressed each patient was thought to be, without knowledge of the 
results of the psychological screening questionnaire. One of the aims of the current study 
was to gain further understanding of the apparent high rate of 'undetected' cases of 
depression that many other cross-sectional studies had shown. It therefore seemed 
appropriate to use a similar methodology to these studies. 
The practical reasons for using a cross-sectional design were as compelling. The initial 
part of the study was undertaken with minimal resources, both of time and money. A 
cross-sectional design seemed likely to offer the best chance of completing the study with 
a sample large enough to provide enough statistical power to avoid a type-2 error. In this 
case, a type-2 error would be to accept the null hypothesis that there is no association 
between patients' symptom attribution and the GPs' detection of depression, when in 
reality such an association existed. 
4.1.5 The setting 
4.1.5.1 The practice 
The study was set in Horfield Health Centre (HHC), an eight partner urban practice in 
North Bristol. It is a participant in the Avon Vocational Training Scheme, a teaching 
practice, and a member of the local Culyer Research and Development Consortium. 
The list size at the time of the study comprised 12,974 NHS patients. 
The practice area and demography 
The practice covers an urban area to the north of Bristol, 4 miles from the city centre. The 
housing comprises approximately one third privately built and two-thirds council built 
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homes. The main local employers are British Aerospace, Rolls Royce Aero Engines and 
Southmead Hospital. 
4.1.5.2 The patients 
The demographic profile of the local population shows few marked differences from the 
rest of the old county of 'Avon' or the United Kingdom using figures from the 1991 
census for comparison. The main indices are set out in the results section of this thesis in 
table 5.1. 
The consultation rate in 1997 (the period of the study) was 2.91 per patient per year. The 
rate for the Avon area for 1998-1999 was 2.9 (Personal communication from Nfike 
Shepherd, Research and Development manager Avon Health Authority). The national 
average for 1998 was 3.36 (RCGP, 2002). 
4.1.5.3 The general practitioners 
At the time of the study there were eight partners; 4 full-time males aged 55,53,45, and 
38, one part-time male aged 47, and 3 part time females aged 47,42 and 32. 
4.1.6 Data collection 
The data were collected over a period of 4 months in the first half of 1997 at both 
morning and evening surgeries in a ratio of approximately 2 morning surgeries to each 
evening surgery. Evening surgeries were included so that patients in employment, who 
are less likely to be able to attend during the day, would be included. The collection of 
data was spread as evenly as possible among the participating general practitioners. Some 
of the GPs are relatively over-represented because their availability coincided with that of 
the researchers. 
The procedure for data collection was as follows: the author and the research associate 
identified a particular surgery session and informed the individual GP that his patients 
would be invited to join the study. The GP was given an encounter sheet on which he 
could record his diagnoses (see appendix 2). This was collected at the end of the surgery 
by the author or research assistant. At no time was the GP made aware of the subject's 
responses to any of the questionnaires. 
All consecutive attenders of 16 or over were invited to participate except for those who 
conformed to the exclusion criteria (see above). The researchers tried to approach all the 
attenders for each surgery under investigation. On the whole this was successful. 
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Patients were approached in the waiting area once they had booked in, but before seeing 
the doctor. They were seen privately in the reception area. The purpose of the study was 
explained to them. The language used was similar to that of the patient information sheet 
(appendix). The researcher explained that the aim of the study was to look at the effect on 
general practitioners of the way patients think about their symptoms and the ideas they 
have about their health. It was also explained that we would be asking them some 
questions about their current state of health, but that all the data would be fully 
anonymised. Informed consent was obtained (appendix 1), and those who agreed were 
asked to complete 2 questionnaires. 
The author and a Research Assistant (RA) whom he trained collected the data. She 
collected about one third of the data and did most of this under the supervision of the 
author. 
4.1.7 The Questionnaires 
4.1.7.1 The General Health Questionnaire 12 item version (GHQ-12) 
The first questionnaire offered to participants was the General Health Questionnaire 
(GHQ) (Goldberg and Williams, 1988). The GHQ has been widely used as a screening 
instrument for psychiatric disorder in primary care. 
Which version of the GHQ? 
There are a number of different versions of the GHQ, depending on how many questions 
are included. The longest is the 60-item GHQ, the shortest in general use is the 12-item 
version. 
The 12-item GHQ was chosen for this study for two reasons. The first was its brevity and 
ease of completion. This was an important consideration because participants were being 
asked to complete two questionnaires in a short time while waiting to see the GP. The 
authors admit that there is "undoubtedly much redundancy in the GHQ-60. " They also 
recommend it for use with "literate subjects with plenty of time" (Goldberg and 
Williams, 1988). 1 am not in a position to evaluate the literacy of the study population. It 
was clear, however that the shorter version of the GHQ would be easier to administer in 
the brief interval available between the patients' arrival in the surgery and their being 
called in to see their GP. Experience taught the researchers that recruitment to the study 
was much more difficult after the patient had seen the GP. 
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The second reason for choosing the 12-item version was its focus on questions about 
mental health, of particular relevance to this research. The 60-itern version of the GHQ 
includes a number of questions about somatic symptoms. It was felt that many of these 
questions would be redundant because the second questionnaire offered to participants, 
the Symptom Interpretation Questionnaire (see below), looks closely at attributions for 
somatic symptoms. 
Goldberg and Williams (1988) have looked at numerous studies comparing the GHQ-12 
to the GHQ-60 and found them very similar in terms of test-retest reliability and 
sensitivity. There is some minor loss of specificity in the GHQ-12 compared with the 
GHQ-60, but as the authors themselves remark "this must be balanced against the 
disadvantage of its greater length". 
The GHQ-12 contains questions about recent changes in health with an emphasis on 
emotional status (see appendix 3). Each stem offers four possible answers. For example, 
the question: 
"Over the pastfew weeks have you beenfeeling unhappy and 
depressed? " 
must be answered by one of: 
"Not at all "No more than usual 
"Rather more than usual "Much more than usual 
Scoring the GHQ 
The questionnaire is usually scored in one of two ways. 
The 'general health questionnaire method' scores the responses in pairs. In the example 
above the first two responses would score (0), symptom absent, while the second two 
would score (1), symptom present. 
The alternative scoring method is to use a Likert scale where the responses above would 
be graded 0,1,2,3. 
Goldberg and Williams (1988) point out that the Likert method of scoring produces a less 
skewed score distribution than the 'GHQ' method. This makes it more suitable when the 
outcome of interest is a continuous variable. In both parts of the study the data were 
scored using both methods. The different methods of scoring are used at different points 
in the analysis. The 'General Health Questionnaire Method' was used to generate a 
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categorical variable, while the 'Likert' method of scoring was used when the outcome of 
interest was the GHQ score as a continuous variable. It is desirable for the distribution of 
the outcome variable to be as near normal as possible for parametric statistical analysis, 
and for this reason the Likert method of scoring is often preferred. This is particularly 
relevant in the secondary aim of the follow-up part of the study (see below, section 
4.2.7.2) where the outcome of interest is psychological wellbeing as measured by the 
GHQ score. In the initial cross-sectional analysis of the baseline data the 'general health 
questionnaire' method of scoring was chosen to divide participants into probable 
psychiatric cases or non-cases using a threshold score. 
Throughout most of the study, GHQ scores were presented using the scores generated by 
the General Health Questionnaire method unless there was a specific reason for not doing 
so, such as that referred to above. This was done for consistency of presentation with 
previous studies and because the scores using this method are more understandable in 
relation to the idea of a GHQ 'case' or probable case of psychological disorder. 
Throughout the study the data were analysed using both methods of scoring and any 
difference in the significance of the results is indicated shown. 
The thresholdfor GHQ 'caseness' 
The GHQ is a measure of psychological distress and functions as a screening instrument 
for likely diagnoses of psychological disorder. It has been used extensively in primary 
care studies of the common mental disorders, depression and anxiety (Goldberg and 
Huxley, 1992). Because it is a screening instrument rather than a diagnostic tool, it is 
necessary to define a threshold beyond which a psychological disorder becomes a 
reasonable probability. If the threshold score that divides respondents into cases and non- 
cases is set higher, there is an increase in specificity in relation to more detailed 
diagnostic instruments such as the Clinical Interview Schedule (CIS)(Lewis et al, 1988), 
but a loss of sensitivity. The optimum threshold is that which gives the best trade-off 
between sensitivity and specificity. In the case of the GHQ this optimum threshold has 
been shown to vary in different settings (Goldberg and Williams, 1988). 
For the initial analysis of the baseline data I chose to use a threshold of 2/3 on the GHQ- 
12. A score of 3 or more meant that a participant was likely to reach the threshold for a 
case of recognised mental disorder. In a recent study in British primary care this was 
found to be the threshold that gave the best trade-off between sensitivity and specificity 
(Bashir et al, 1996). At this threshold the GHQ-12 gives a sensitivity of 0.76 and a 
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specificity of 0.74 when compared with the CIS-R, a computerised version of the Clinical 
Interview Schedule (Wilkinson 1989, Lewis et A 1992). Sensitivity in this instance is 
calculated by dividing the number of patients who were cases on both the GHQ and the 
CIS-R, by the number who were cases using the second stage instrument, the CIS-R. 
Specificity is calculated by dividing the number who were found to be 'non-cases' using 
both the GHQ and the CIS-R by the number of 'non-cases' defined by the CIS-R. The 
CIS-R provides the standard for the diagnosis of psychiatric disorder in this context. 
4.1.7.2 The Symptom Interpretation Questionnaire 
The second questionnaire used was the Symptom Interpretation Questionnaire 
(SIQ)(Robbins and Kirmayer, 1991). This is a 13-item questionnaire considering 13 
common bodily symptoms (see appendix). 
Subjects are asked to select one of three possible explanations for each symptom, whether 
or not they had ever experienced the symptom in question. 
For example: 
"If I lost my appetite I would probably think it is because: 
1. "I've been eating too much or my body doesn't need as much food as before 
2. "I'm worrying so much that food just doesn't taste good any more 
3. "1 have some stomach or intestinal problem 
Each answer reflects a different style of attribution, as follows: 
1. This is a normalising attribution, which tends to discount the symptom, 
externalising it and explaining it away as part of normal experience. 
2. This is a psychologising explanation, which accounts for the symptom 
predominantly in terms of an affective disturbance. 
3. This is a somatising explanation. The symptom is felt in this case to be indicative 
of a potentially more serious 'physical 'illness. 
The causal attributions for single items, although interesting, are not conclusive. 
However, by summing the 13 attributions for these common symptoms it becomes 
possible to describe a 'style' of attribution. 
This instrument has been validated in population studies and a study of primary care 
attenders in Montreal (Robbins & Kirmayer, 1991). Three studies were undertaken to 
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explore the causal attributions for common somatic symptoms. In the first, undergraduate 
medical and sociology students were given the questionnaire. The aim of this study was 
to establish whether a coherent style of causal attributions existed in a non-clinical 
population. In this study, as in all three studies normalising attributions were most 
commonly chosen. Each item was rated on a Likert scale from (not at all' coded 1, to 6a 
great deal', coded 4. The mean scores for the three scales were: somatic = 19.9 (SD 
=4.5); psychological = 27.8 (SD = 7.3) and normalising = 34.5 (SD = 6.7). The authors 
found that these scores correlated with known measures of illness cognition in a way that 
was consistent with their hypothesized meaning. For example, somatic attributions were 
correlated with a measure of hypochondriasis (Pilowsky, 1967). Psychologising 
attributions were thought to reflect underlying anxiety and neuroticism and normalising 
attributions had low correlations with all of the illness cognition measures. 
In the second study the same subjects were given the questionnaire again at 4 months. On 
this occasion the scale was changed to a 'forced-choice' format: for each symptom 
subjects were asked to choose only the explanation that most closely fitted their causal 
explanation. This produces a symptom score out of a possible total of 13 (see below). The 
mean scores in this study were: somatic = 1.4 (SD = 1.4), psychological = 4.7 (SD = 2.2) 
and normalizing = 6.7 (SD = 2.5). All three scales showed moderate test-retest 
correlations, providing support for the notion of enduring attributional styles in individual 
subjects. A tendency to make psychological attributions was associated with increased 
reporting of symptoms of depression in this study. The authors argue that "individuals 
with a psychosomatic schema linking worries, nerves or stress and physical symptoms 
may be more likely to acknowledge depressive symptomatology. " 
In the third study the impact of past medical and psychiatric illness on current symptom 
attribution was examined in a population of primary care attenders. The mean symptom 
scores were very similar to those in the second study. 
Recent symptom exposure altered attributions of only 3 of 13 symptoms, giving some 
justification to the idea that SIQ scales transcend symptom experience. Patients with 
higher scores on the normalising scale presented fewer psychosocial symptoms over the 
ensuing six months. 
The authors conclude: "the SIQ provides a tool with which to study dimensions of 
symptom attribution that are likely to be important predictors of health outcome. " 
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Pilot study of the acceptability of the SIQ in a Bristol general practice 
A small pilot study of the acceptability of the SIQ was done in the author's own practice, 
which was not the practice used in the main study. The aim of this pilot study was to look 
at the acceptability of the questionnaire to general practice attenders and to examine the 
feasibility of administering the questionnaires to patients as they waited to go in to see 
their general practitioner. The questionnaire was given along with the GHQ-12 (whose 
acceptability is well known) to 25 consecutive attenders at the surgery. The conditions 
were therefore very similar to the data gathering in the study itself. Patients were asked to 
complete both questionnaires and then spend a short time discussing their reaction to the 
questionnaires with the author. The consent form and information sheet were those used 
in the main study (see appendix). 
Results of the pilot study 
Acceptability of the questionnaires: The GHQ was found to be acceptable by all 
participants in the pilot study. The questionnaire was introduced with minimal 
explanation, and all participants completed it quickly and successfully. The SIQ was not 
so straightforward. It was introduced as a questionnaire asking participants to explain 
how they thought they might feel if they had experienced certain physical symptoms. 
This is a complicated request, and requires some imaginative effort on the part of the 
respondent. About a third of those approached had further questions for the researcher 
before they felt they could complete the questionnaire. For example, a commonly asked 
question was "If I've never had such a symptom, how can I know how I would feel? " 
This was said with varying degrees of irritation and bewilderment. All participants felt 
able to continue once they had sampled one or two questions. In every case the researcher 
was present while the SIQ was completed. Everyone approached was able to complete 
the SIQ successfully, but about a third needed further explanation and advice. 
Feasibility: It took between 3 and 10 minutes for participants to complete the two 
questionnaires. This was not found to interfere with their appointments with their general 
practitioner in most cases. When there was a conflict most patients were happy to return 
to the researcher and complete the questionnaire after their consultation. In fact, this was 
a rare event both in the pilot and in the main study. 
Scoring the Symptom Interpretation Questionnaire 
The SIQ can be scored using a Likert-type scale. This method asks respondents to rate 
each possible answer for degree of preference. As mentioned above each item is rated on 
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a four-point scale: 'not at all', 'somewhat', 'quite a bit' and 'a great deal'. The 
questionnaire can also be scored using a 'forced-choice' format, in which the subject is 
obliged to select just one of the three alternative responses. I chose to use the forced 
choice format in this study because of its simplicity, and because of the time the Likert 
scale took to administer in the pilot. The Likert scale also suffers, according to the 
authors, "from an acquiescence bias; there is some tendency for a given subject to rate all 
causes as likely or all causes as unlikely. " (Robbins & Kirmayer, 1991) 
The forced choice format produces a score for each subject adding up to 13. The possible 
scores range from all 13 attributions in one dimension to the most even spread of 4,4,5. 
Each subject's score on the SIQ can be analysed either as a categorical or a continuous 
variable. Both of these methods are used in different parts of the analysis and in each case 
it is indicated in the text. Scoring the SIQ as a categorical variable needs further 
explanation. There are 13 questions, and a subject who chose 7 or more attributions in a 
particular style was categorised as being either a 'normaliser', 'psychologiser' or 
'somatiser', depending on which style predominated. This means there were a number of 
cases who did not fit into any of the three categories because of a more even spread of 
styles of attribution. A fourth category, 'no dominant attributional. style' was used to 
describe this group, and they are explicitly included in all the relevant statistical analyses. 
This method of categorisation was used for the first time in this study as a convenient 
way of referring to a subject's dominant attributional style. Scores on each attributional 
scale were also separately analysed in 4 bands: 0-3,4 - 6,7-10 and 11-13 to display the 
difference between different strengths of attributional style and for ease of presentation. 
4.1.8 The general practitioners' rating of patients for the presence 
of mental disorder 
General practitioners participating in the study were asked to assess every patient for the 
presence of significant depression or anxiety. They were briefed by the author and asked 
to note depression or anxiety that they felt was significant or important, rather than 
transient low mood or mild anxiety associated with a consultation for a medical problem. 
Each GP was given a paper list of their patients at the beginning of the surgery with a box 
to tick if they thought the patient was suffering from depression or anxiety. They were 
also asked to note if the diagnosis was new and if the patient was on treatment. A copy of 
the encounter sheet is to be found in appendix 2. 
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The participating GPs had no knowledge at any time of the results of the questionnaires, 
which were completed in most cases before they saw the patient. 
Eight general practitioners took part in the study. Six of these were partners of the 
practice, three full-time and three part-time. The other two participants were full-time GP 
Registrars. 
4.1.9 Outcome measures 
The dependent variable in the study was the detection of anxiety and/or depression by the 
general practitioner. 
The independent variables were the score on the GHQ and the score on the SIQ. 
The overall aim of the study was to examine the effect of patients' symptom attribution 
scores on the GPs' ability to detect a psychological disorder. 
4.1.10 Statistical analyses and power calculation 
The demographics of the practice population were compared to the old Health Authority 
of Avon and the United Kingdom as a whole. 
Simple descriptive statistics were used to describe the sample in terms of age, sex, mean 
GHQ score and attributional style. The sample was described as a whole, and also by 
individual general practitioner and whether or not the general practitioner had detected 
anxiety and/or depression. 
General practitioner sensitivity and specificity was compared for different scores on the 
GHQ-12. 
The distribution of the different attributional styles in the population was described. 
This was followed by a multivariate analysis of the relationship between attributional 
style, age, sex and GHQ score. There are a number of possible confounding factors in the 
association between detection of mental disorder and symptom attributional style. A 
confounding variable is an independent risk factor for the disease at each level of the 
exposure and is also associated with the exposure. This can lead to a spurious association. 
In this study the possible confounders were: 
Age 
It is possible that age could act as a confounder by increasing the likelihood of certain 
causal attributions. For example increasing age can be associated with more illness 
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experience, both physical and mental, and this may increase the likelihood of somatising 
and psychologising attributions. 
Sex 
Female sex has been found to increase the likelihood of detection of psychological 
disorder in some studies (Kirmayer, 1993). It is also associated with a psychologising 
attributional style (Robbins and Kirmayer, 1991). 
Psychological disorder 
In this study psychological disorder could be a confounder because it is associated both 
with detection (Goldberg and Huxley, 1992) and a psychologising attributional style 
(Robbins and Kirmayer, 1991). The measure for psychological disorder in this study is 
GHQ score. 
Logistic regression was used to calculate the odds of detection of depression and anxiety 
for different attributional styles, adjusting for the possible confounding variables of age, 
sex and GHQ score. Each attributional style was divided into 4 bands according to score: 
0-3,4-6,7-10, and 11-13. This was done for ease and clarity of presentation and this 
mode of presentation was used throughout the study. Logistic regression was chosen 
because the outcome of interest, 'detection' or 'non-detection', was binary. 
Statistical analysis was undertaken using Stata Statistical Software, version 7 (Statacorp, 
2000). 
Power Calculation 
The initial cross-sectional part 
The power of a significance test is a measure of how likely that test is to produce a 
statistically significant result for a postulated difference of a given size (Altman D, 1991). 
The power calculation helps to determine the size of the sample that is very likely to 
detect the difference. 
The aim of the cross-sectional part of the study was to look for an association between 
patients' attributional styles and the detection of depression and anxiety by their general 
practitioner. Of particular interest was the possibility of an association between a 
normalising style of attribution and a lower rate of detection of depression and anxiety. It 
was therefore necessary to estimate the proportion of the general practice population that 
would have a predominantly normalising style of attribution. I was unable to find a direct 
estimate in the literature. However, Robbins and Kirmayer (1991) found that the mean 
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normalising score in their study population was 6.7 out of a possible maximum of 13. 
Since a normaliser has been defined as someone who scores 7 or more on the SIQ it 
seemed reasonable to assume that 50% of the study population would fall into this 
category. Data from the same survey was used to estimate that 20% of the study 
population would not have a dominant attributional style. 
The power calculation was based on the ability to detect a difference between a rate of 
70% detection of mental disorder in those with no dominant attributional style and 30% 
detection in those with a normalising style of attribution. This seemed a difference that 
would be worth detecting. In order to demonstrate this difference with 80% power at the 
5% significance level it was calculated that it would be necessary to include fifty 
normalisers and twenty subjects with no dominant attributional style. 
It would only be reasonable to expect GPs to detect mental disorder if there was a 
reasonable probability that the subject was a case. It was therefore important that the 50 
normalisers were cases on the GHQ, the measure used in this study to define a probable 
case of depression or anxiety. A number of previous studies in primary care (Goldberg 
and Huxley, 1992) have shown that between 40% and 50% of attenders are 'cases' using 
the GHQ. For the purposes of this study I assumed that 40% of attenders would be cases 
on the GHQ. 
On this basis, in order to include 50 subjects who were normalisers it was necessary to 
survey 100 attenders. If the subjects were to be both normalisers and cases on the GHQ it 
was necessary to survey 250 attenders. I aimed to include 300 patients in the initial cross- 
sectional part of the study. This was because a follow-up study was planned and a 
reduced response rate was anticipated. This will be discussed below in the power 
calculation for the longitudinal part of the study. 
4.2 Part 11. The follow-up study 
4.2.1. Study design 
The second part of the study followed up the original cohort in a longitudinal fashion at 
three years. 
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4.2.2 Methodological issues 
Aims of the longitudinal study 
The primary aim of this part of the study was to test the longitudinal effect of symptom 
attribution on the detection of psychological disorder by the general practitioner. The 
secondary aim of this part of the study was to test the longitudinal effect of symptom 
attribution on the outcome of psychological disorder. 
Additional benefits of the longitudinal study 
There was an additional benefit of the longitudinal design of the study. In the course of 
pursuing these aims it would also be possible to describe the stability of attributional style 
over time in a British general practice population. To my knowledge this had not been 
done at the time the study was undertaken. 
The longitudinal design of this part of the study also made it possible to look for an 
association between change in attributional style over the study period and GHQ score at 
outcome. The cross-sectional survey had demonstrated an association between 
attributional style and GHQ score. It became possible to test the strength and persistence 
of this association by looking for a relationship between changes in attributional style 
over the study period and GHQ score at outcome. 
Summary 
A longitudinal design was chosen to complement the cross-sectional study already 
completed and to answer some of the questions that could not be addressed using a cross- 
sectional approach. 
The original cross-sectional study left certain questions unanswered. Although the 
analysis of cross-sectional data can provide information on the diagnosis of depression 
following a single consultation, it does not show whether depression was diagnosed at a 
later date, persisted undetected or resulted in significant disability. The doctor-patient 
relationship in general practice is rarely based on a single consultation, and diagnoses in 
general practice often evolve over a number of consultations. It can therefore be argued 
that a longitudinal study is a more accurate reflection of the nature of general practice 
than a cross-sectional survey. 
The longitudinal study design allowed an examination of the association of symptom 
attributional scores and the detection of psychological disorder over time. It also made it 
possible to test the hypothesis that attributional style was associated with psychological 
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wellbeing at follow-up. It therefore became important to test the reliability of symptom 
attributional scores over time. 
4.2.3 The setting 
The setting was the same practice in North Bristol. During the three-year follow-up 
period the two GP registrars who took part in the first part of the study left the practice. 
This meant that the patients they had seen in the initial part of the study were followed up 
by other doctors. This is relevant because the practice operates a fairly strict personal list 
policy. This means that any patients under the care of the GP registrars would have 
reverted to the GP with whom they were originally registered. 
A number of patients who participated in the first part of the study left the practice during 
the three-year follow-up, and some had died. 
4.2.4 Data collection 
The data collection took place in three stages: 
The intention was to approach all of the patients who had participated in the first part of 
the study. Patients were sent a package containing an explanatory letter, a consent form, a 
patient information sheet, and two questionnaires for self-completion. These were the 
GHQ-12 and the SIQ, the questionnaires they had completed in the first part of the study. 
Patients were contacted by post. They comprised three groups: 
" Those who were still registered with the practice: their addresses were obtained 
from practice records 
" Those who were no longer registered with the study practice, but had registered 
with another practice within the Avon Health Authority. They were contacted 
through the Health Authority, who approached the patients on our behalf and sent 
them the questionnaires. Those who did not reply were sent a further copy of the 
questionnaires via the Health Authority. 
Those who had left the practice and also left the Avon Health Authority area: this 
group was the most difficult to contact. The questionnaires were sent to the 
patients' new Health Authority with a request that they be forwarded to the 
individuals concerned. 
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In the second stage of data collection, participants who scored 3 or more on the GHQ and 
were therefore probable cases of psychological disorder, were approached by the research 
assistant who invited them to an interview during which they would complete the Clinical 
Interview Schedule (CIS-R) (Lewis et al, 1992). The CIS-R was used as a second stage 
instrument to demonstrate the extent to which the GHQ identified cases of psychiatric 
disorder in the study population if the GHQ threshold for 'caseness ' was set at 2/3. 
Subjects were interviewed either in person or over the telephone (see below, section 
4.2.5.4). 
The third stage of data collection was a review of the computerized records of those 
patients who were still registered with the original practice. The records were examined 
for a period of three years from the individual's point of entry into the first part of the 
study for the following: 
Number of consultations with a GP 
Psychological diagnosis at any time during the follow-up period 
Treatment with psychotropic drugs 
Referral to psychiatric services, psychology or counselling. 
Referral to secondary care services for any reason 
4.2.5. The Questionnaires 
4.2.5.1 The General Health Questionnaire 
The GHQ- 12 version was used as in the first part of the study. Patients completed it in the 
same way. In the statistical analysis the GHQ was scored using both the 'General Health 
Questionnaire' method and the Likert method. 
4.2.5.2 The Symptom Interpretation Questionnaire 
Practical experience in the first part of the study had shown that the SIQ was more 
difficult for patients to complete than the GHQ. This had also been noted during the pilot 
study. Many respondents found the conditional nature of the questions in the SIQ 
difficult. For example, the question "If I had a prolonged headache... " might elicit the 
patient response "But I've never had a prolonged headache, so I don't know what I'd 
think". Participants were inclined to omit questions if they had never experienced that 
particular symptom. It was useful to have a researcher present to explain the questions 
and encourage participants to complete each item. There was therefore some concern that 
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the SIQ would not always be completed in the follow-up part of the study because the 
questionnaires were sent by post. With this in mind some simple alterations were made 
to the appearance of the SIQ. The instructions were written in large bold typeface and 
were made simpler and clearer. The typeface size was increased throughout. 
4.2.5.3 The Clinical Interview Schedule 
As alluded to above, the Clinical Interview Schedule (CIS) was used to a limited extent in 
this part of the study. The CIS was developed as a second stage psychiatric diagnostic 
instrument (Goldberg, 1970) to provide diagnoses according to the International 
Classification of Disease (ICD-9). It was designed as a structured interview to be 
administered by a researcher. It consists of a series of stem questions that can each be 
followed by more detailed questions if the stem is answered positively. 
The CIS was later revised to increase standardization and make it suitable for use by 'lay' 
interviewers in primary care settings and for the assessment of common mental disorder. 
This revised version, the CIS-R, was tested in primary healthcare settings and 
psychiatrically trained interviewers were compared with lay interviewers. Estimates of 
the reliability of the CIS-R compared favourably with the results of studies of other 
standardized interviews. Lay interviewers proved to be as reliable as psychiatrists (Lewis 
et al, 1992) 
The computerised version of the CIS-R was used in this part of the study. There is good 
agreement between the computerized self-assessment and the CIS-R administered by a 
researcher, both in assessing overall severity and in defining 'cases' of psychiatric 
disorder. Scores on individual symptoms elicited by the computer and the CIS as 
administered by a Research Assistant (RA) have been compared, and the levels of 
agreement found were similar to those from inter-observer studies (Lewis et al, 1988). 
On several occasions the RA administered the CIS-R by telephone because of practical 
difficulties in arranging an interview. 
4.2.5.4 Administration of the GHQ and CIS-R by telephone 
Both of the questionnaires used in the study were administered to some patients by 
telephone. There are a number of studies comparing face-to-face and telephone 
psychiatric assessment (Wells et al, 1988; Simon et al, 1993; Revicki et al, 1997; Rohde 
et al, 1997). These studies provide qualified justification for the use of telephone 
interviews, but are all based in the United States. A recent study in British primary care 
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compared the face-to-face and telephone administration of the GHQ and CIS-R (Evans et 
al, 2003). The level of agreement between the two methods of assessment for both 
continuous scores and case definition was high. 
4.2.6 Outcome measures 
The main dependent variable in the second part of the study was the detection of 
depression and/or anxiety by the general practitioner over the three-year follow-up 
period. 
Other dependent variables were: the score on the GHQ-12 at three-year follow-up; the 
score on the CIS-R for those with a GHQ-12 score of 3 or more who agreed to be 
interviewed, and the score on the SIQ at three-year follow-up 
4.2.6.1 Detection of depression and/or anxiety by the general practitioner over 
the 3 year follow-up 
Information about the detection of depression and anxiety over the three-year follow-up 
was collected by reviewing the general practice computer records. The author and the RA 
examined the computer records of all the participants in the follow-up. The practice is 
%paperless' and there were no other records. I looked for evidence of a diagnosis of 
depression or anxiety. This always involved use of a diagnostic label for mental disorder, 
such as "depression" or "anxiety disorder", and was frequently confirmed by prescription 
of a psychotropic drug or referral to a counsellor or the secondary mental health services. 
The use of general terms such as 'emotional', 'very upset' or 'distressed' was not 
accepted as a diagnosis of a common mental disorder. 
4.2.6.2 The GHQ-12 at 3 year follow-up 
The GHQ-12 was scored in two different ways just as in the first part of the study. It was 
scored using the 'General Health Questionnaire method' described above. A threshold of 
2/3 was used as before to define a 'case' and thus generate a categorical variable. The 
Likert method was used when GHQ score as a continuous variable was the outcome of 
interest. This was the case in the secondary aim of the longitudinal study, which was to 
describe an association between attributional style and psychological wellbeing. 
4.2.6.3 The Symptom Interpretation Questionnaire 
The SIQ was scored in the same way as the first part of the study, using the 'forced 
choice' format to give a score in three possible dimensions of symptom attributional style 
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adding up to a total of 13. The results were once again analysed both as a continuous 
variable and a categorical variable. As in the first part of a study, a normaliser, for 
example, was defined as someone who had chosen 7 or more normalising attributions 
4.2.7 Statistics and power calculation 
4.2.7.1 Power and justification of sample size for the longitudinal part of the 
study 
The first aim: the longitudinal effect of symptom atttibutional style on the 
detection ofpsychological disorder 
The power calculation for the longitudinal part of the study was based on the same 
premise as the power calculation for the initial cross-sectional study (4.1.10). Once again 
it was assumed that 50% of the subjects would have a predominantly normalising style of 
attribution. If 40% of them were cases using the GHQ, then it would be necessary to 
recruit 250 attenders. As in the cross-sectional part of the study, this power calculation 
was based on the ability to detect a difference between a rate of 70% detection of mental 
disorder in those with no dominant attributional style and 30% detection in those with a 
normalising style of attribution. If 250 subjects were recruited this would give 80% 
power to demonstrate this difference at the 5% significance level. 
In the first part of the study I had planned to recruit 300 subjects. It would then be 
necessary to aim for a response rate of 85% in the longitudinal follow-up in order to 
recruit 250 subjects. This optimistic estimate was based on the excellent recruitment to 
the first part of the study. 
The second aim: the longitudinal effect of symptom attributional style on the 
outcome ofpsychological disorder 
The second aim of the longitudinal part of the study was to look for an association 
between attributional style at baseline and psychological wellbeing at outcome, as 
measured by the GHQ score at follow-up. It was hypothesised that a normalising 
attributional style at baseline would be associated with a lower GHQ score at outcome. In 
order to perform a power calculation where the outcome is a continuous variable, such as 
the GHQ score, it would have been useful to know the standard deviation of the likely 
difference between mean GHQ scores at baseline and outcome. I was not aware of any 
such data. 
The power calculation for this part of the study was designed to detect a proportion of a 
standard deviation of the difference between the GHQ scores of normalisers and those 
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with no dominant attributional style. Once again it was assumed that 50% of the study 
population would have a predominantly normalising style of attribution. In order to detect 
a difference of 0.35 standard deviations between the GHQ scores at outcome in the two 
groups with 80% power at the 5% significance level it was calculated that the sample 
would have to consist of 258 subjects. Once again this assumes a response rate of 
approximately 85%. The difference of 0.35 standard deviations was chosen because it 
was felt be large enough to be clinically important but not so large as to be unrealistic. 
4.2.7.2 Statistics 
Simple descriptive statistics with confidence intervals were used to compare those who 
responded to the invitation to join the follow-up study and were included, and those who 
did not respond. Comparisons were made on the basis of age, sex, GHQ score and 
symptom attributional style. 
Simple descriptive statistics with confidence intervals were used to examine GP detection 
during the follow-up period of those who had been GHQ-12 cases at baseline. These 
baseline GHQ cases were divided into groups according to the diagnostic outcome, and 
these groups described separately in terms of their mean baseline GHQ score and 
percentage of normalisers. 
Attributional style at baseline and outcome was compared using the weighted kappa 
statistic to give a measure of agreement. This was done separately for each attributional 
style. 
The association between change in attributional style and GHQ score at outcome was 
examined in the following way. To take 'non-nalisers' as an example, the subjects were 
divided into three groups: those whose normalising score stayed the same over the study 
period, those who had a lower normalising score at follow-up, and those who had a 
higher normalising score at follow-up. Least squares regression was used to compare the 
mean GHQ score at outcome for the three groups. The means of the two groups whose 
attributional score had changed were compared with the reference group, those whose 
attributional score had stayed the same. The differences were adjusted for baseline GHQ 
score. This was because baseline GHQ score is a confounding variable since it is 
associated with both attributional style and GHQ score at outcome. 
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Primary aim of the longitudinal study 
The longitudinal effect of attributional style on the detection of depression and anxiety 
was examined in a multivariate analysis. The confounding variables were the same as in 
the first part of the study, age, sex and score on the GHQ (see section 4.1.10). As in the 
first part of the study, logistic regression was used to calculate the odds of detection of 
depression and anxiety for different attributional styles at different scores, controlling for 
the possible confounding variables of age, sex and GHQ score. Logistic regression was 
chosen because the outcome of interest, 'detection' or 'non-detection', was binary. 
Secondary aim of the longitudinal study 
The secondary aim of the longitudinal study was to test for an association between 
attributional style at baseline and psychological wellbeing at outcome. This was done by 
comparing mean GHQ scores at outcome for different levels of attributional. scores. For 
example, mean GHQ scores at outcome were compared at different levels of normalising. 
A low normalising score of 0-3 was taken as the reference group and the mean GHQ 
score at outcome for this group was compared to the mean GHQ score for the higher 
normalising groups. Once again the confounding variables were age, sex, and GHQ at 
baseline (see 4.1.10) and least squares regression was used to control for these possible 
confounders. 





5.1 Characteristics of the sample 
5.1.1 The practice 
All the participants studied were drawn from an urban general practice in North Bristol. 
At the time of the study the practice population was 12,974. The practice is a well- 
established eight-partner practice, a training practice and a member of the local research 
consortium. 
5.1.2 Recruitment 
Recruitment took place in two phases. For the first cross-sectional part of the study, 
consecutive attenders were recruited in the waiting room before seeing their general 
practitioner (GP). Surgeries held by all eight of the doctors working in the practice at that 
time were sampled. Both morning and evening surgeries were sampled over a period of 6 
months in the first half of 1997. 
The second part of the study was a longitudinal follow-up of the original sample. Patients 
were approached by post as described in the methods section, during the first few months 
of 2000. 
5.2 Comparison of the practice with Avon and the UK 
The demographic profile of the local population shows few marked differences from the 
rest of the old county of 'Avon' or United Kingdom using figures from the 1991 census 
for comparison. The main indices are set out below in table 5.1. 
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Table 5.1 Socio-demographic characteristics of the practice population compared 
to The United Kingdom and Avon 
United Kingdom Avon Horfield HC 
Under 16 20.1% 19.2% 20% 
Over 75 7% 7.6% 8% 
Non-whites 5.5% 2.8% 5.5% 
Owner occupied 66.3% 72.1% 59.8% 
households 
Rented from local 21.4% 16.6% 34.5% 
authority 
Lone parent family 3.8% 3.3% 4% 
Long-term limiting 13.1% 11.9% 14.4% 
illness 
Comparison of the practice to the rest of Avon and United Kingdom 
The percentage non-white population was identical to the rest of the United Kingdom, but 
higher than the rest of Avon. This non-white population was fairly evenly divided 
between people of South Asian and Afro-Caribbean origin. 
The number of patients in owner-occupied households was lower than the rest of Avon 
and the United Kingdom, and the proportion of patients in local authority rented 
accommodation correspondingly higher. The practice includes two large local authority 
housing estates. The socio-demographic profile of the practice is therefore very close to 
the overall socio-demographic profile of the United Kingdom. 
There were few major differences from the UK population and no reason to think that the 
results of this study would not be generalisable to the population as a whole. 
5.3 First part: cross-sectional study 
5.3.1. Descriptive data 
5.3.1.1 Entry to the study 
330 patients were approached in the waiting room and asked to participate in the study, of 
whom 25 (7.5%) declined. No further information was collected from this group of 
patients and no further comparison can be made. All statistical analyses were based on a 
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sample of 292 patients for whom the data were complete. 13 patients who consented to be 
in the study were excluded from the final analysis because of incomplete data. 
5.3.1.1 Age and sex and GHQ score. 
The mean age of the sample was 46.5 (SD, 17.4). The age range was 18 to 89. Of the 292 
patients in the study 213 (73%) were female. The mean GHQ score for the sample, was 
3.8 (95% CI; 3.4,4.3) using the GHQ method of scoring and 26.6 (95% CI; 25.89 27.4) 
using the Likert method of scoring (these different approaches to scoring the GHQ are 
discussed in section 4.1.7.1). 
Table 5.2 Male andjemale, mean age and GHQ cases 
Sex Number (%) Mean age (SD) GHQ cases (%) 
Female 213 (72.95) 44.4(16.9) 117(54.9) 
Male 79 (27.05) 52.1(17.6) 36 (45.6) 
Table 5.2 gives the mean age for the two sexes and the percentage of GHQ cases of each 
sex. A GHQ 'case' is defined as someone who has scored 3 or more using the 'GHQ 
method' of scoring (see section 4.1.7.1). There was no significant association between 
sex and GHQ caseness: (X2 = 2.02 [df=l], p=0.155). The men were significantly older 
than the women in this study: (t = -3.45, [df=290], p= 0.0006) 
5.3.1.2 Individual general practitioners and the characteristics of their 
patients 
Table 5.3 shows the number of patients from each GP that participated in the study, their 
gender, the proportion of GHQ cases, and the distribution of symptom attributional styles 
among the patients of each GP. The method used in this study to categorise symptom 
attributional style is explained in section 4.1.7.2. 
Female GPs in this study were significantly more likely to see female patients. The three 
female GPs in the study saw a high proportion of female patients: 85.1%, 85.4% and 
95.5% respectively. The 5 male GPs saw between 50% and 67.9% female patients. 
There was no significant difference in the proportion of GHQ cases seen by individual 
GPs. However there was a wide difference in rate of detection of depression and anxiety 
by different GPs. The number of patients described as suffering from depression or 
anxiety by the GPs ranged from 5 out of 41 (12.2%) to 10 out of 22 (45.4%). The 
95 
difference in the diagnostic behaviour of the GPs was significant (X2= 18.4 [df=7], 
P=0.01). 
There was no significant difference in the attributional styles of the patients who attended 
the different GPs. 
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1 (f) 41 85.4 19 
_ 
5 22 9 0 
(46.4) (12.2) (53.7) (22) 
2(m) 28 67.9 13 6 17 6 0 
(46.4) (21.4) (60.2) (21.4) 
3(m) 38 63.2 22 10 16 11 1 
(57.9) (26.3) (42.1) (29) (2.6) 
4 (f) 22 95.5 13 10 6 10 2 
(59.1) (45.4) (27.3) (45.5) (9-1) 
5(m) 19 52.6 8 3 12 4 0 
(42.1) (15.8) (63.2) (21) 
6(m) 30 50 14 9 19 6 2 
(46.7) (30) (63.3) (20) (6.7) 
7 (f) 74 85.1 46 23 32 13 7 
(62.2) (31.0 (43.2) (17.6) (9.5) 
8(m) 40 65 18 3 19 10 4 
(45) (7.5) (47.5) (25) (10) 
X2 29.9 6.7 18.4 11.8 8.4 10.2 
(df=7) 
p 0.0001 0.454 0.01 0.108 0.3 0.18 
5.3.1.3 GHQ cases detected and undetected; their characteristics in terms of 
age, sex and GHQ score 
Overall, just over I in 3 of the GHQ cases were identified by the GP as suffering from 
depression or anxiety (Table 5.4). There was no association between the sex of the patient 
and whether or not the GP detected depression or anxiety. There was an association 
between GHQ score and detection; higher GHQ score made detection more likely. It will 
be noted that the 95% confidence intervals for the mean GHQ scores of the detected and 
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undetected groups do not overlap, suggesting a real difference in severity of symptoms 
between the two groups. A higher proportion of women were detected as depressed or 
anxious, but this trend did not attain statistical significance: (X2= 1.6 [df=l], p=0.21). 
Table 5.4 The characteristics of detected and undetected GHQ cases 
GHQ cases Number (%) Mean GHQ Mean age % Female 
score(95%CI) (years) 
Detected 56(36.6) 8.6 (7.8,9.3) 43.5 82.1 
Undetected 97(63.4) 5.7 (5.1,6.2) 47.1 73.2 
All cases 153 6.7 (6.3,7.2) 45.8 76.5 
5.3.1.4 GP detection of depression and anxiety; sensitivity and specificity 
In this part of the analysis, as elsewhere in this study, a subject scoring 3 or more on the 
GHQ-12 is defined as a 'case'. This definition of the GHQ case is used as the criterion 
against which the sensitivity and specificity of detection by the general practitioner is 
measured. Table 5.5 compares the detection of depression and anxiety by GPs for those 
who were GHQ cases and those who were not. There were 139 subjects who were not 
GHQ cases, and GPs diagnosed depression or anxiety in 13 (9.35%) of these. Of these 13 
'false positives', 7 already had a GP diagnosis of depression and were on treatment. 
There were 153 subjects who were GHQ cases and GPs did not diagnose depression or 
anxiety in 97 (63.4%) of these. 
Table 5.5 GP detection of depression and anxiety; sensitivity and specificity 
Not detected Detected 
(N) % (N) % Total 
(95% CI) (95% CI) 
Not GHQ 126 90.65 13 9.35 139 
case (84.5,94.9) (5.1,15.5) 
GHQ case 97 63.4 56 36.6 153 
(55.2,71) (29,44.8) 
Total 223 76.37 69 23.63 292 
Sensitivity is defined as the number of cases detected by the general practitioner divided 
by the total number of cases, that is: 56/153 = 0.366 or 36.6% 
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Specificity is defined as the number of undetected non-cases divided by the total number 
of non-cases, that is: 126/139 = 0.906 or 90.6% 
5.3.1.4.1 GP sensitivity and specificity at different thresholds of GHQ caseness 
If the threshold for defining a GHQ case is changed then sensitivity and specificity can 
also change. When the threshold for defining a GHQ case was increased then the 
sensitivity of GP detection also increased. As we have seen only 36.6% of cases were 
detected if a case was defined as a GHQ score of 3 or more. This increased to 58% if a 
case was defined as a GHQ score of 6 or more, and 64% if a case was defined as a score 
of 9 or more. This increase in sensitivity was achieved at the expense of relatively little 
loss of specificity (Table 5.6 and Figure 5.1) 
Table 5.6 GP sensitivity and specificity at different thresholds of GHQ caseness 
GHQ score GP sensitivity GP specificity 
>2 0.37 0.91 
>3 0.42 0.9 
>4 0.49 0.9 
>5 0.52 0.89 
>6 0.58 0.87 
>7 0.59 0.85 
>8 0.66 0.84 
>9 0.64 0.82 
>10 0.73 0.81 
>11 0.87 0.80 
99 













02468 10 12 
Values on the y-axis are for specificity and sensitivity, and on the x-axis for GHQ score. 
5.3.1.5 The Symptom Interpretation Questionnaire (SIQ) 
The SIQ asks subjects to choose one of three attributions for 13 different common 
somatic symptoms, psychologising, somatising or normalising attributions. (see section 
4.2.5.2). Normalising attributions were most often selected by subjects, with 143 out of 
292 (49%) choosing 7 or more normalising explanations out of a possible 13. The mean 
normalising score of the sample as a whole was 6.4 (SD 3.1). Sixty-nine subjects (23.6%) 
selected 7 or more psychologising explanations. The mean psychologising score for the 
sample as a whole was 4.2 (SD 2.9). Only 16 subjects (5.4%) chose 7 or more somatising 
attributions. The mean somatising score for the sample as a whole was 2.3 (SD 2.2). This 
is similar to the pattern of distribution of attributional scores found in the initial 
validation studies (Robbins and Kirmayer, 199 1). 
Figures 5.2 - 5.4 show the distribution of symptom attributional scores in the study 
population for the three attributional styles. Normalising scores are approximately 
normally distributed whereas both psychologising and somatising scores are skewed to 
the left. 
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5.3.1.6 Attributional style, age, sex and GHQ score 
Before testing the hypothesis that attributional style was associated with detection of 
anxiety and depression, it was necessary to look at confounding variables that might 
influence this association. The possible confounding variables that were measured in this 
study were the patients' age, sex, GHQ score and which GP they saw. 
An association between GP detection and GHQ score has already been demonstrated. 
This section looks at the associations between attributional style, GHQ score, age and 
sex. Table 5.7 sets out the number of patients in each attributional category, their mean 
age and sex, and their mean GHQ score. 
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Table 5.7 Attributional style age, sex and GHQ score 
Attributional Number Mean age % Female Mean GHQ 
style (%) (Y) score 
(95% CI) 
No dominant 64(22) 50.4 76.5 4.2 
style (3.3,5.1) 
Psychologiser 69 (23.6) 46.0 85.5 6.7 
(5.7,7.7) 
Somatiser 16(5.4) 61.7 56.2 2.4 
(0.92,3.8) 
Normaliser 143(49) 43.3 67.1 2.7 
(1.9,3.4) 
All subjects 292 46.5 72.9 3.8 
(3.4,4.3) 
Psychologisers were more likely to be female, while somatisers were more likely to be 
male (X2 = 10.6, df =3 and p=0.014). Somatisers were older than psychologisers or 
normalisers (F[3,288] = 7.26, p<0.0001). Psychologisers as a group had higher mean 
GHQ scores; the association between attributional style and GHQ score is presented in 
detail in tables 5.8 -5.10. 
In a univariate analysis the association between individual attributional styles and GHQ 
score were examined in more detail, with GHQ score as the outcome variable. GHQ 
score was defined as the outcome variable because in the second part of the study I also 
test the hypothesis that attributional style is associated with longitudinal psychological 
wellbeing as measured by GHQ score. It was therefore appropriate to test this association 
in the cross-sectional data at baseline. Table 5.8 sets out the mean GHQ scores for 
different bands of normalising, the difference between those scores, and the difference 
when adjusted for age, sex and which GP the patient saw. Tables 5.9 and 5.10 display the 
same statistics for psychologising and somatising bands. 
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Table 5.8 GHQ score at different levels of normalising 
Normalising Number Mean GHQ Unadjusted Difference 
score score difference adjustedfor 
(95%CI) between GHQ age, sex and 
GP 
scores 
0-3 50 5.8 Reference Reference 
(4.6-7.1) category category 
4-6 99 4.8 -1.00 -1.2 
(4.0-5.6) 
7-10 107 2.6 -3.2 -3.4 
(2.0-3.2) 
11-13 36 2 -3.8 
(1.1-2.9) 
Probability test: F (3,279) = 15.0, p<0.00001 
The mean GHQ score decreased as normalising score increased. This can also be seen in 
the difference between the means. The results were very similar and remained significant 
after controlling for age, sex and which GP the patient saw. 
Table 5.9 GHQ score at different levels ofpsychologising 
Psychologising Number Mean GHQ Unadjusted Difference 
Score score (95%CI) difference adjustedfor 
between GHQ age, sex and 
GP 
scores 
0-3 133 2.4 Reference Reference 
(1.9-2.8) category category 
4-6 90 3.8 1.5 1.3 
(3.1-4.6) 
7-10 59 6.3 3.9 3.9 
(5.2-7.4) 
11-13 10 9.0 6.6 6.6 
(6.5-11.5) 
Probability test: F (3,279) = 24.4, p<0.00001 
Mean GHQ score increased with increase in psychologising score. The difference 
remained significant after adjusting for age, sex and which GP the patient saw. 
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Table 5.10 GHQ score at different levels of somatising 
Somatising Number Mean GHQ Unadjusted Difference 
Score score (95%CI) difference adjustedfor 
between GHQ age, sex and 
scores GP 
0-3 221 4 Reference Reference 
(3.5-4.5) category category 
4-6 55 3.5 -0.49 -0.39 
(2.6-4.4) 
7-10 16 2.4 -1.65 -1.71 
(0.9-3.8) 
11- 13 0 
Probability test: F (2,280) = 1.4, p<0.24 
There is a trend for GHQ score to decrease with increasing somatising score, but this 
does not reach statistical significance. 
5.3.1.7 GP detection, age and sex 
Sex 
There were a total of 153 GHQ cases in the study. Table 5.11 demonstrates the rates of 
detection of depression and anxiety for the different sexes. 
Table 5.11 GP detection of depression and anxiety and sex 
Sex GHQ cases % Detected 
(95%CI) 
Female 213 117(54.9) 27.8 (14.2,45.2) 
Male 79 36(45.6) 39.3 (30.4,48.8) 
X2= 1.58, p=0.21. No significant association between the sex of the subject and detection 
of anxiety or depression was demonstrated in this study. 
Age 
A regression analysis of GP detection against the patient's age, controlling for GHQ 
score, gave a coefficient of 0.0004 and ap value of 0.76. No significant association 
between the age of the subject and GP detection of anxiety or depression was 
demonstrated in this study. 
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5.3.2 Hypothesis testing 
Hypothesis: that detection of depression and anxiety by general practitioners is 
associated with patients' attributional styles. 
Table 5.12 GP detection of anxiety and depression in patients with different 
symptom alltibutional styles 
Attributional Number in Number of GHQ Odds ratio p 
style category GHQ cases not Of 
cases detected detection 
(%) (%) (95%CI) 
No dominant 64 39(61) 26(66.7) 1 
style 
Psychologiser 69 54(78.3) 20(37.0) 3.4 0.006 
(1.4,8.1) 
Somatiser 16 6(37.5) 5(83.3) 0.4 0.42 
(0.04,3.8) 
Normaliser 143 54(37.8) 46(85.2) 0.35 0.04 
(0.13,0.95) 
In Table 5.12, patients are categorised according to their dominant attributional style. 
Those who did not select at least 7 out of 13 attributions in one of the three styles are 
categorised as having 'no dominant attributional style'. 
The table shows the number and percentage of GHQ cases in each category and the 
number and precentage of GHQ cases in each category that were not detected as anxious 
or depressed by their general practitioner. Once again, it can be seen that psychologisers 
were more likely to be GHQ cases, although a high proportion of those with no dominant 
style were also cases. Normalisers were less likely to be cases and the number of 
somatisers was very small. 
Two thirds of the GHQ cases that had no dominant attributional style were not detected 
by the GP. Psychologisers who were GHQ cases were significantly more likely to be 
detected. Almost two out of three psychologisers who were GHQ cases were detected. 
Normalisers were significantly less likely to be detected. Fewer than I in 6 of the GHQ 
cases that were normalisers were detected as having a psychological disorder by their GP. 
The number of GHQ cases who scored more than 7 on the somatising scale was too small 
to allow any conclusions to be drawn. 
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Tables 5.13 - 5.15 look at the rate of detection of anxiety and depression at different 
levels of individual attributional styles. Odds ratios for the likelihood of detection at 
different levels of attributional style are given, and the odds are then adjusted for age, 
sex, GHQ score and which GP the patient saw. These tables are discussed individually. 
Table 5.13 GP detection of anxiety and depression at different levels of 
psychologising 
Psychologising N Detected by GP(%) Odds ratio Adjusted* OR 
score (95% CI) (95% CI) 
0-3 133 15(11.3) 11 
4-6 90 16(17.8) 1.7 (0.8 - 3.6) 1.1 (0.5 - 2.6) 
7-10 59 29(49.1) 7.6 (3.6 - 16) 3.5 (1.5 - 8.1) 
11-13 10 9(90) 70.8 (8.3 - 598) 22.5 (2.4 -215) 
Table 5.13 compares the odds for detection at different levels of psychologising. There is 
a significant increase in the chance of being detected as a case of anxiety or depression 
with increasing psychologising score. Using the psychologising score as a linear term, the 
likelihood ratio test gives X2= 15.2 (df=l), and p=0.0001. The odds of detection increase 
when the psychologising score rises above 6/13, the threshold used in this study to define 
the category of 'psychologiser'. The effect is still present when the odds are adjusted for 
age, sex, GHQ score and which GP the patient saw. 
Table 5.14 GP detection of anxiety and depression at different levels of somatising 
Somatising N Detected by GP (%) Odds ratio Adjusted* OR 
score (95% CI) (95% CI) 
0-3 221 51(23.1) 11 
4-6 55 14(25.5) 1.14 (0.58 - 2.2) 1.6 (0.7 - 3.7) 
7-10 16 4(25) 1.1 (0.34 - 3.6) 2.5 (0.6 - 9.6) 
11-13 0 
When adjusted for age, sex and GHQ score there appears to be a greater chance of 
detection at higher somatising scores, but the finding is not statistically significant. 
Although we cannot rule out an effect, the confidence intervals are wide. The somatising 
attributional style is uncommon. Using the somatising score as a linear term, the 
likelihood ratio test gives X2= 0.28 (df=l), and p= 0.59. 
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Table 5.15 GP detection of anxiety and depression at different levels of normalising 
Nonnalising N Detected by GP (%) Odds ratio Adjusted* OR 
score (95% CI) (95% CI) 
0-3 50 27(54) 
4-6 99 29(29.3) 
7-10 107 9(8.4) 
I I 
0.35 (0.2 - 0.7) 0.34 (0.2 - 0.8) 
0.07(0.03 -0.2) 0.12(0.04- 0.3) 
11-13 36 4(11.1) 0.1 (0.03 - 0.3) 0.2 (0.05 - 0.7) 
*Adjusted for age, sex, GHQ score and which GP the patient saw. 
An increase in normalising score lowers the odds of detection of depression and anxiety. 
Using normalising score as a linear term, the likelihood ratio test gives X2= 17.56 (df=1), 
and p=0.00001. This association remains significant when age, sex, GHQ score and 
which GP the patient saw are controlled for. 
5.4 Outcome of depression and anxiety in the detected and 
undetected groups; a three-year follow-up 
5.4.1 Comparison of responders with non-responders 
Three years after the first part of the study the 292 participants were invited to join a 
follow-up study by postal questionnaire. 
One hundred and eighty-eight responded to the initial invitation or subsequent reminders, 
and of these 179 completed the questionnaires in full. Table 5.16 compares the sex, mean 
age, mean GHQ score at baseline and the mean normalising, psychologising and 
somatising scores at baseline of those who agreed to follow-up and completed the 
questionnaires, and those who did not. 
The overall response rate was 61.3%. The response rate varied for different groups of 
patients. It was 160/227 (70%) for those who were still with the practice at 3 years; 23/50 
(46%) for those who had left the practice but still lived within the same Health Authority, 
and 5/15 (33%) for those who had moved out of the area altogether and were resident in a 
new Health Authority. 
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Table 5.16 Comparison of responders with non-responders 












188 104 N/A 
48.0 (45.5 - 50.5) 43.8 (40.4 - 47.2) <0.012* 
3.6 (3.0 - 4.1) 4.2(3.5-5) <0.16* 
6.6 (6.2 - 7.0) 6.1 (5.5 - 6.8) <0.18* 
4.2 (3.8 - 4.6) 4.3 (3.7 - 4.9) <0.53* 
2.2 (1.9 - 2.5) 2.5(2-3.0) <0.26* 
female 76 68 
*derived from t-tests ** derived from X2 test 
The two groups are very similar in terms of the variables measured. The mean age of the 
responders is greater than that of the non-responders, and this is the only difference that 
attains statistical significance. 
5.4.2 Descriptive data in the follow-up sample 
5.4.2.1 Sex, age and GHQ status in the follow-up sample 
The mean age of the follow-up sample was 48.0 years (SD, 17.2), the age range was 18 to 
89., and 76% of the follow-up sample was female. The mean GHQ score at follow-up for 
the sample was 3.6 (95 % CI; 3.0,4.1). 
Table 5.17 Sex, age and GHQ status in the follow-up sample 
Sex Number (%) Mean age (SD) GHQ cases (%) 
Female 136 (76) 46.2(16.7) 57(41.9) 
Male 43 (24) 56.0(16.6) 16 (37.2) 
Table 5.17 gives the mean age for the two sexes and the percentage of GHQ cases (as 
defined in the Methods section) for each sex. There was no significant association 
between sex and GHQ caseness: X2 = 0.3 (df=l), p=0.58. The men were significantly 
older: t= -3.37 (df=177), p= 0.0009 
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5.4.2.2. GHQ cases and detection over the three year follow-up 
Figure 5.5 shows the outcome for those who were GHQ cases at baseline in terms of 
detection of psychological disorder by their general practitioner. These data include 
baseline information obtained from the initial part of the study, and information obtained 
from examination of the medical records. Eighty-eight of the 153 GHQ cases at baseline 
were followed up over three years. Thirty-four (38.6%)were detected at baseline. Of the 
remaining 54 (61.4%) 22 were diagnosed during the follow-up period and 32 were never 
diagnosed. Of these 32,16 were GHQ cases at follow-up, and 16 were not. 
5.4.2.3 GHQ cases and CIS-R cases in the longitudinal sample 
A total of 40 subjects who were cases on the GHQ agreed to be interviewed using the 
CIS-R. The mean GHQ score for this group was 6.22 (SD, 2.64). Out of the 40 GHQ 
cases interviewed, 27 (67.5%) were cases of psychological disorder on the CIS-R. 
ill 
Figure 5.5 GHQ cases over 3-yearfollow-up 
GHQ Cases at baseline 
(N=88) 
Detected by GP at baseline(N=34) 
38.6% (28.4,49.6) 
Not detected by GP at baseline (N=54) 
61.4% (50,71) 
Diagnosed by GP during 
follow-up (N=22) 
25%(16.4,35.4) 
GHQ cases at fo 
18.2% (10.8,27.8) 
Not diagnosed by GP 
during follow-up 
(N=32) 36.4% (26.4,47.3) 
nger GHQ cases 
at follow-up (N=16) 18.2% 
Thus, there were 16 patients that had been undetected GHQ cases at baseline who 
remained undetected by the GP throughout the follow-up period and were cases at 
follow-up. The mean GHQ score for this group was 5.7 (95% CI; 4.4,7-0) at baseline and 
6.4 (95% CI 4.8,7.9) at follow-up. The patients in this group were likely to have higher 
normalising scores; 9 out of the 16 had a normalising score of 7 or more at baseline and 
follow-up. 
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5.4.3 Attributional style, age, sex and GHQ score in the follow-up 
sample 
Table 5.18 Attributional style, age, sex and GHQ score atfollow-up 
Attributional Number Mean age % Female Mean GHQ 
style (%) (Y) score 
(95% CI) 
No dominant 30(16.8) 51.8 73.3 3.25 
style (2,4.5) 
Psychologiser 30 (16.8) 44.8 86.7 6.3 
(5.7,7.7) 
Somatiser 4(2.2) 52.5 75.0 5.0 
(-3.3,13.3) 
Normaliser 115(64.2) 47.7 73.9 2.0 
(1.7,2.8) 
All subjects 179 48.5 76.0 3.1 
(2.5,3.7) 
Table 5.18 shows the relationship between attributional style, age, sex and GHQ score at 
follow-up. This table can be compared with table 5.7. Comparison of the two sets of data 
shows that the percentage of patients who were normalisers was greater at follow-up 
(64.2% vs 49%) and the percentage of patients in the other attributional categories 
correspondingly lower. Somatisers were younger in the follow-up sample (52.5 years vs 
61.7) and normalisers slightly older (47.7 vs 43.3). Somatisers were more likely to be 
female in the follow-up sample (75% vs 56.2%). There was very little difference between 
the mean GHQ scores at baseline and follow-up, although somatisers had higher mean 
GHQ scores at follow-up (5 vs 2.4). In fact most of the observed variation is in the 
smallest group, the somatisers. 
5.4.4 The stability of attributional style over time 
Attributional styles in individual participants were compared at baseline and follow-up in 
order to examine the stability of this measure. 
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Table 5.19 Attributional styles at baseline andfollow-up 
Attributional Number No Psychologiser Somatiser Normaliser 
style at dominant ollow- atfollow-up atfollow-up baseline style at 
atfi up 
(%) (%) follow-up 
No dominant 39 11(28.2) 5(12.8) 3(7.7) 20(51.3) 
style 
Psychologiser 41 8(19.5) 15(36.6) 1(2.4) 17(41.5) 
Somatiser 6 1(16.7) 3(50) 0 2(33.3) 
Normaliser 93 10(10.8) 7(7.5) 0 76(81.7) 
Total 179 30 30 4 115 
Table 5.19 looks at the stability of attributional categories. Using this method, 
normalising is the most stable category, with 81.7% of those who were normalisers at 
baseline also being normalisers at follow-up. The other categories were less stable. 36.6% 
of those who had been psychologisers at baseline were psychologisers at follow-up, and 
no baseline somatisers were somatisers at follow-up. 
In the tables that follow, baseline and follow-up scores for the different attributional 
styles are tested for stability using the kappa statistic. The tables show the number of 
participants in each category at baseline and follow-up, and the weighted kappa is 
calculated, giving a measure of agreement. 
Table 5.20 Kappa for association of nonnalising scores at baseline andfollow-up 
Normalising score atfollow-up 
Normalising 0-3 4-6 7-10 11-13 Total 
score at number of 
baseline subjects 
0-3 6 12 63 27 
4-6 9 20 26 4 59 
7-10 1 15 34 18 68 
11-13 0 1 15 9 25 
Total 16 48 81 36 179 
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The exact agreement between normalising scores at baseline and at follow-up is 38.5%. 
This compares to the expected agreement of 30.0%, and gives a kappa statistic of 0.11 
(95% CI 0.02,0.2) indicating poor agreement. The kappa statistic treats all disagreements 
equally. However, it is possible to weight the kappa statistic according to the magnitude 
of the discrepancy. Hence observations near to the diagonal, representing a difference of 
only one category, are considered less serious than those where the discrepancy is two or 
three categories. When the weighted kappa is calculated the kappa statistic is 0.42 (95% 
CI 0.28,0.56), p=0.00001. This indicates a moderate level of agreement. 
Table 5.21 Kappa for association ofpsychologising scores at baseline andfollow-up 
Psychologising score atfollow-up 
Psychologising 0-3 4-6 7-10 11-13 Total 
score at number of 
baseline subjects 
0-3 63 23 11 1 98 
4-6 17 20 12 2 51 
7-10 4 11 9 3 27 
11-13 0 0 3 0 3 
Total 84 54 35 6 179 
The overall agreement between psychologising scores at baseline and at follow-up is 
51.6%. This compares to the expected agreement of 36.9% and gives a kappa statistic of 
0.23 (95% CI 0.13,0.33) indicating fair agreement. The weighted kappa is 0.41 (95% CI 
0.27,0.55), p=0.00001. This indicates moderate agreement. 
Table 5.22 Kappa for association of somatising scores at baseline andfollow-up 
Somatising score atfollow-up 
Somatising 0-3 4-6 7-10 Total 
score at number of 
baseline subjects 
0- 3 118 18 3 139 
4- 6 20 13 1 34 
7- 10 4 2 0 6 
Total 142 33 4 179 
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The overall agreement between somatising scores at baseline and at follow-up is 72.9%. 
This compares to the expected agreement of 65.6% and gives a kappa statistic of 0.21 
(95% CI 0.09,0.33) indicating a fair agreement. Calculating the weighted kappa statistic 
did not give a better agreement. 
The kappa scores demonstrate a fair to moderate degree of agreement between symptom 
attributional scores at two different times 3 years apart in the same patients. 
5.4.5 Attributional style and changes in GHQ score over time. 
The cross-sectional data from the first part of the study shows an association between 
attributional style and GHQ score. GHQ score fell as normalising score increased, and 
GHQ score increased with increasing psychologising score. It was hypothesised that 
changes in attributional style over the study period would be associated with GHQ score 
at outcome. 
In order to illustrate this, each attributional group was analysed separately. Those who 
were normalisers at baseline were divided into three groups: 
those whose normalising score stayed the same plus or minus I point on the 
normalising scale of 0-13 (the reference group) 
e those whose normalising score decreased by 2 or more points 
e those whose normalising score increased by 2 or more points 
In table 5.23, mean GHQ scores at outcome are compared for the three groups and the 
differences between the means are shown before and after adjusting for baseline GHQ 
score. Tables 5.24 and 5.25 compare the outcome GHQ scores for psychologisers and 
somatisers in the same way. 
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Table 5.23 Changes in normalising status and GHQ scores at outcome 
Nonnalising 




Mean GHQ at 
outcome 
Differencefrom 







(95% CI) (95% CI) 
Normalising 76 2.74 Reference Reference 
score stable group group 
Normalising 39 5.28 2.54 2.17 
score decreased (1.13,3.96) (0.88,3.45) 
Normalising 73 2.48 -0.26 -0.98 
score increased (-1.44,0.92) (-2.1,0.1) 
There was a significant association between change in normalising score over the study 
period and GHQ score at outcome [F(2,184) = 11.89 p<0.000011 
A decrease in normalising score over the study period was associated with a higher GHQ 
score at outcome compared to the GHQ score of those whose normalising score was 
stable over the study period (reference group). This association was statistically 
significant after adjusting for baseline GHQ score. An increase in normalising score over 
the study period was associated with a lower GHQ score at outcome compared to the 
reference group, but the confidence intervals cross zero. 
Table 5.24 Changes in psychologising status and GHQ scores at outcome 
Psychologising 




Mean GHQ at 
outcome 
Differencefrom 







(95% CI) (95% CI) 
Psychologising 87 2.43 Reference group Reference 
score stable group 
Psychologising 61 2.8 0.37 -0.5 
score decreased (-0.8,1.6) 
Psychologising 40 5.4 3.0 3.0 
score increased (1.6,4.4) (1.8,4.2) 
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There was a significant association between change in psychologising score over the 
study period and GHQ score at outcome [F(2,184) = 15-73, p<0.000011 
An increase in psychologising score over the study period was associated with a higher 
GHQ score at outcome compared to the group whose psychologising score remained 
stable or decreased over the study period. This association was statistically significant 
after adjusting for baseline GHQ score. 
Table 5.25 Changes in somatising scores and GHQ scores at outcome 
Somatising 
score over the 
study period 
Number in Mean GHQ at 
outcome 
Differencefrom 








(95% CI) (95% CI) 
Somatising 108 2.95 Reference Reference 
score stable group group 
Somatising 47 3.5 0.6 0.58 
score decreased (-0.9,2.1) (-0.8,1.9) 
Somatising 33 3.38 0.43 0.78 
score increased (-0.88,1.7) (-0.4,2.0) 
Changes in somatising score over the study period had no significant association with 
outcome GHQ scores in this analysis [F(2,184) =0.95, p<0.39]. 
In tables 5.23 - 5.25, GHQ score at outcome is presented using the General Health 
Questionnaire method of scoring which gives values ranging from 0-12. This method of 
presentation was chosen because it more familiar and is therefore easier to interpret. It is 
also the method used to determine 'caseness' and therefore the mean GHQ scores can be 
understood in relation to the idea of 4 caseness' if presented in this way. However, the 
distribution of the GHQ-12 scores using this method is skewed to the left. The analyses 
were therefore repeated using the Likert scoring method, which gives values ranging 
from 0-36. The distribution of values using the Likert method was closer to a normal 
distribution. The results of the analyses, including the p values, were substantially the 
same, and the inferences drawn from the results are identical. 
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5.4.6 Hypothesis testing in the longitudinal study 
5.4.6.1 First hypothesis: That the association between patients' symptom 
attributional styles and the detection of psychological disorder persists over 
time. 
Table 5.26 compares the rate of detection by the general practitioner of depression and 
anxiety over the three-year follow-up period for different attributional styles. 
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Table 5.26 shows a similar pattern to the results of the cross-sectional survey presented in 
table 5.12. Normalising at baseline is associated with a more than 60% rate of non- 
detection of psychological disorder over the three-year follow-up, while only 13% of 
those who were psychologisers at baseline went undetected. The difference is still present 
after adjusting for age, sex and baseline GHQ score. At baseline there were six patients 
who were somatisers who were GHQ cases. None of these agreed to be included in the 
follow-up. 
In tables 5.27 - 5.29 the different attributional styles are broken down into four sub- 
categories as before in order to examine the association in more detail. 
Table 5.27 GP detection of anxiety and depression over three years at different 
levels of normalising 
Normalising Number % detected by OR (95% CI) OR adjusted 
score at GP over three for age, sex 
baseline years and baseline 
GHQ score 
(95% CI) 
0-3 27 81 11 
4-6 59 61 0.36 0.47 
(0.12-1.1) (0.14-1.5) 
7-10 68 38 0.14 0.27 
(0.05-0.4) (0.08 - 0.88) 
11- 13 25 28 0.09 0.16 
(0.02 - 0.33) (0.04-0.7) 
This table shows the decline in rates of detection as normalising score increases. 
Normalising scores are divided into four bands, as they are in the first cross-sectional part 
of the study. Using the normalising score as a linear term, the likelihood ratio test gives 
XC2 = 14.5 (df=l), and p=0.0001. The association remains significant after adjustment for 
age, sex and baseline GHQ score. 
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Table 5.28 GP detection of anxiety and depression over three years at different 
levels ofpsychologising 
Psychologising Number % detected by OR (95% CI) OR adjusted 
score at GP over three for age, sex 
baseline years and baseline 
GHQ score 
(95% CI) 
0-3 84 29.8 11 
4-6 54 63 4 3.1 
(1.9-8.3) (1.4-6.8) 
7-10 35 74.3 6.8 4.1 
(2.8-16.6) (1.5-11.3) 
11- 13 6 100 Predicts Predicts 
success success 
perfectly perfectly 
Table 5.28 shows that the odds of detection increase significantly as psychologising score 
increases. Those in the highest band, with a psychologising score of 11 or more, were all 
detected as depressed or anxious. Using the psychologising score as a linear term the 
likelihood ratio test gives X2 = 12.7 (df=l), and p=0.0004. The association is significant 
after adjustment for age, sex and baseline GHQ score. 
Table 5.29 GP detection of anxiety and depression over three years at different 
levels of somatising 
Somatising Number % detected by OR (95% CI) OR adjusted 
score at GP over three for age, sex 
baseline years and baseline 
GHQ score 
(95% CI) 
0-3 139 49.6 11 
4-6 34 58.8 1.4 1.4 
(0.7-3.1) (0.6-3.3) 
7-10 6 33.3 0.51 0.8 
(0.1-2.9) (0.1-5.2) 
11-13 0 N/A N/A N/A 
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There was no significant association between somatisation score at baseline and rate of 
detection of psychological disorder over the three-year period of the study. Using the 
somatising score as a linear tenn the likelihood ratio test gives X2 = 0.64 (df=l), and p 
0.42 
5.4.6.2 Second hypothesis: that there is an association between symptom 
attributional style at baseline and psychological wellbeing. 
I also tested the hypothesis that attributional style at baseline was associated with 
psychological wellbeing at 3 years as measured by the GHQ. This was done by looking 
for an association between attributional score at baseline and GHQ score at outcome. 
Each attributional style was examined separately as above. 
In table 5.30 mean GHQ scores at different levels of normalising are compared. In this 
part of the study, the Likert method of scoring the GHQ was chosen as the GHQ score is 
the outcome of interest and is presented as a continuous variable. The same analysis was 
done using the General Health Questionnaire method of scoring. There was no difference 
in the significance testing of the results between the two methods. 
The reference group is taken to be the group with the lowest normalising scores, 0-3. The 
differences between the mean GHQ scores and the mean score of the reference group are 
shown first without any adjustment. The differences are then shown ad usted for baseline i 
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The aim of this study was to contribute to a better understanding of the part played by 
patients' attributions of their common somatic symptoms in the detection and outcome of 
the common psychological disorders in primary care. It was hypothesised that patients 
who made psychologising attributions for common physical symptoms would be more 
likely to be diagnosed as depressed or anxious, while those who made somatising or 
normalising attributions would be less likely to be diagnosed by their GP. 
The study was conducted in two parts. The first part was the cross-sectional survey of 
consecutive general practice attenders. The outcome of interest for this part of the study 
was the detection of depression and anxiety in general practice attenders by the general 
practitioner (GP). The explanatory variable was the patient's symptom attributional style. 
The second part was a longitudinal study of a sample drawn from the same group of 
patients. There were two outcomes of interest in the longitudinal study. The first was 
detection of anxiety and depression by the GP during the three-year follow-up, and the 
second was psychological wellbeing in the cohort. As in the first part of the study the 
independent variable was the patient's symptom attributional style. 
6.1 Summary of results 
6.1.1 Part I 
The aim of this part of the study was to determine whether or not there was an association 
between patients' causal symptom attributions for common somatic symptoms and the 
GP's detection of anxiety and depression. The subjects of the study were 292 consecutive 
attenders over the age of 16 years at a Bristol general practice. Prevalence rates of 
psychological disorder measured using the General Health Questionnaire (GHQ) were 
high, at 52.4%, but comparable to other studies in primary care (Goldberg and Huxley 
1992, Araya 2001). 
Eight GPs were involved in the study that recruited patients at both morning and evening 
surgeries. Female GPs were significantly more likely to see female patients and GPs 
varied significantly in the proportion of GHQ 'cases' that they detected. The overall rate 
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of detection of GHQ 'cases' by the GPs was 36.6%. The specificity of GP detection of 
cases of anxiety and depression was high at 90.6%. A GHQ case was defined as a subject 
with a score of 3 or more on the GHQ- 12 (see chapter 4.1.7.1). An increase in the 
threshold for case definition gave an increase of sensitivity with relatively little loss of 
specificity. For example, if the threshold was set at a GHQ score of 7 or more the 
sensitivity was 59% and the specificity 85.4%. GPs in this study were better at detecting 
subjects with more severe disorders, a finding in common with other studies (Coyne et al, 
1995). 
The study defined three symptom attributional styles: normalising, psychologising and 
somatising, according to the predominant score on the Symptom Interpretation 
Questionnaire (SIQ). Attributional style was not distributed evenly in the population. 
Almost half the patients were 'normalisers'. This means they chose at least 7 out of a 
possible 13 normalising attributions for common somatic symptoms. 23.6% were 
psychologisers, 5.4% were somatisers and 22% had no dominant attributional style. 
I-Egher normalising scores were significantly associated with lower GHQ scores (Table 
5.7) and younger age (43.3 years). Mgher psychologising scores were significantly 
associated with higher GHQ scores (Table 5.8) and female sex (85.5%). Mgher 
somatising scores were significantly associated with male sex (43.8%) and increasing age 
(61.7 years). 
Detection of depression and anxiety by the general practitioner was associated with a 
psychologising attributional style in the patient. Patients who were psychologisers were 
significantly more likely to be detected as depressed or anxious after adjusting for age, 
sex and GHQ score (X2 = 18.2, p=0.0003). Normalisers were significantly less likely to 
be detected after the same adjustment (X2 = 19.89, p=0.0002). There was no significant 
association between detection of depression and anxiety and degree of somatisation (X2 
2.37, p=0.306). 
6.1.2 Part 2 
The main aim of this part of the study was to test whether the association between 
attributional style and the detection of depression and anxiety persisted over time. A 
secondary aim was to test whether there was an association between attributional style 
and psychological wellbeing at follow-up. The longitudinal design of the study made it 
possible to test the stability of attributional style over time. 
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One hundred and seventy-nine (61.3%) of the patients from the first part of the study 
were followed up for three years. Those who responded to the request to participate in the 
follow-up were older with a mean age 48.5 years compared to a mean of 43.3 years for 
those who did not respond. There were no other significant differences between the two 
groups. There were 88 subjects who were GHQ cases at baseline and were included in 
the follow-up. At baseline the GPs had detected 34 (38.6%, [95%CI; 28.4,49.6]) of these 
cases. Thus 54 GHQ cases (61.4%, [95%Cl 50,71]) entered the longitudinal part of the 
study without a psychological diagnosis. Over the three-year follow-up period, 22 of 
these subjects (25%, [95%CI; 16.4,35.4]) were diagnosed as depressed or anxious by 
their GP. Of those who had been GHQ cases of psychological disorder at baseline and 
were included in the follow-up, 32 (36.4%) remained undetected after three years. At 
three years, 16 of these 32 patients (18.2% [95% CI; 10.8,27.8]) were no longer GHQ 
cases. However, 16 were GHQ cases at follow-up and had remained undetected. This 
corresponds to a rate of hidden psychiatric morbidity of 18.2% (95% CL 10.8,27.8) over 
three years. 
The main finding from this part of the study was that the association between patients' 
attributional styles and detection of depression and anxiety by the general practitioner 
persisted over time. Detection of anxiety and depression during the three-year follow-up 
was associated with a psychologising attributional style at baseline. Psychologisers were 
significantly more likely to be detected as depressed or anxious during follow-up even 
after adjusting for age, sex and baseline GHQ score (X2 = 38, p=0.00001). Patients with a 
normalising attributional style at baseline were significantly less likely to be detected 
after the same adjustment (X2 = 39.1, p=0.00001). There was no significant association 
between detection and somatisation over time. 
There were several other substantive findings from this part of the study. Attributional 
style was reasonably stable over time. The weighted kappa statistic showed a moderate 
agreement for all three styles (see Tables 5.19 - 5.21). There was no significant 
association between attributional style at baseline and psychological wellbeing as 
measured by GHQ score at 3-year follow-up. Changes in attributional style over the study 
period of three years were associated with psychological outcome as measured by the 
GHQ score at follow-up. The following associations were significant: a decrease in 
normalising score was associated with a higher GHQ score at outcome (F[2,184]=l 1.89, 
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p=0.00001); an increase in psychologising score was associated with a higher GHQ score 
at outcome (F[2,184]=15.73, p=0.00001) 
6.2. Strengths and limitations of the study 
6.2.1 Originality 
This study was the first survey of which I am aware, of symptom attributional style in a 
population of British general practice attenders. Previous surveys have taken place in 
Canada, and much of the work has been done on a population of university students 
(Robbins and Kirmayer, 1991). It was also the first attempt to look at the association 
between patients' attributional styles and the detection of common mental disorder by 
their general practitioner. The study was the first to look for a possible association 
between symptom attributional style and psychological wellbeing over time and to assess 
whether symptom attributional style is associated with long-term psychological outcome. 
6.2.2 Design 
6.2.2.1 Representativeness of the sample 
Table 5.1 compares the socio-demographic characteristics of the practice population to 
the rest of Avon and the United Kingdom. Subjects drawn from the study practice 
population are less likely to own their own homes and more likely to live in Local 
Authority accommodation. In all other respects the populations are very similar. The 
population from which the study sample was drawn is therefore reasonably representative 
of the United Kingdom as a whole. However, it is a limitation of the study that it was 
based on a single general practice. Although the patient population is representative, it 
would have been useful to have had a larger sample of GPs from different practices. I do 
not know of any reason why the GPs in this practice should be different from the average 
in their ability to detect anxiety and depression, but a sample drawn from a larger number 
of practices would have increased confidence in the generalisability of the findings. 
Within the context of the study practice, the sample was made as representative as 
possible by recruiting patients from all eight GPs in the practice and from both morning 
and evening surgeries. 
6.2.2.2 General practitioner's assessment of depression and anxiety 
In this study the GPs were asked to assess whether the patients who presented to them 
were depressed or suffering from significant anxiety. This simple categorisation can be 
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compared to studies in which GPs were asked to rate their patients using a five point 
scale, ranging from 'no disturbance' through 'sub-clinical disturbance' to moderate or 
severe depression (Araya, 2001). The simple binary categorisation used in this study 
leads to a loss of potentially interesting data; it might have been useful to compare GP's 
ratings of disturbance to patients' scores on the GHQ or CIS-R. However, it is reassuring 
that the rates of detection in this study were similar to those that used more detailed rating 
scales. 
6.2.2.3 General practitioner's knowledge of the questionnaires 
The GPs who assessed the patients for anxiety and depression were blind to the patients' 
scores on the Symptom Interpretation Questionnaire (SIQ) and the General Health 
Questionnaire (GHQ). This ruled out the possibility that the association between 
attributional style and detection could be explained by their knowledge of the individual 
patient's attributional style. It also meant that the patients' GHQ scores had no direct 
bearing on the content of the consultation and whether or not a psychological disorder 
was detected. It is of course possible that the GPs in the study had a heightened 
awareness of mental disorder because they knew that the researchers were interested in 
their rates of detection. This might have made the GPs more likely to detect depression or 
anxiety. If this were so, the effect on the outcome of the study of this increased rate of 
detection would be an underestimation of the strength of the association between a 
normalising attributional style and the non-detection of mental disorder. 
Being part of a research study may have influenced patients' presentation to their GPs. 
Patients were given the GHQ and the SIQ shortly before seeing the GP. The GHQ, by 
asking explicit questions about mood symptoms, may have encouraged presentation of 
these symptoms. This is a problem that is common to any study of the detection of mental 
disorder if the psychiatric instrument is administered to the patient before the contact with 
the doctor. The alternative would have been for the patient to be assessed after the 
consultation with the GP. In that case, however, it could be argued that the consultation 
would have influenced the mental health assessment especially if psychological disorder 
had been detected. There was also a practical consideration. It would have been difficult 
to recruit patients after they had seen the GP, whereas it was reasonably easy to recruit 
patients waiting to see the GP. In any case, it is not clear how any change in the patients' 
presentation as a result of answering a psychological questionnaire would have 
influenced the association between attributional style and detection of mental disorder. 
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6.2.2.4 Confounding variables 
A number of possible confounding variables were measured in the study and logistic 
regression modelling was used in the analysis of the data to adjust for the effect of these 
variables. These potential confounders are discussed in more detail below in section 
6.3.3. There may, however, be other confounding variables that were not included in the 
study design, and therefore not measured. For example, patients' presenting symptoms 
were not noted in this study. They have been shown to be associated with GP detection of 
common mental disorder (Araya et al, 2001). It is possible that the patient's presenting 
symptom is also associated with attributional style in which case it is a potential 
confounder. These issues are discussed in more detail in 6.3.4. 
6.2.2.5 A cross-sectional survey combined with a longitudinal follow-up 
The initial cross-sectional survey gave an indication of the strength of an association that 
was further studied using a longitudinal design. The cross-sectional design of the first 
part of the study limited the inferences that could be drawn from the observed association 
of attributional style and different rates of detection of mental disorder. This is 
particularly relevant in a study of general practice where diagnoses are often made over a 
number of consultations. Because the initial part of the study only measured a single 
contact between doctor and patient it was possible that a normalising attributional style 
was associated with only a minor delay in the detection of mental disorder. If this were 
so, it would limit the importance of the findings. Longitudinal follow-up allows an 
assessment of the influence of attributional style on the rate of detection of mental 
disorder over a period of time. This is more appropriate to the general practice setting 
where diagnoses are often made over a number of consultations. It is particularly 
important in the diagnosis of common mental disorder presenting with physical 
symptoms because the pathway to diagnosis usually involves the exclusion of other 
pathologies, and this can be a gradual and time-consuming process. 
6.2.2.6 The General Health Questionnaire 
The General Health Questionnaire (GHQ) was used throughout as the measure of 
psychological disorder. The GHQ is a well-validated measure and has been used 
extensively in primary care. However, the GHQ is a screening instrument and is not 
diagnostic of any particular mental disorder. It must therefore be understood that in 
describing the prevalence of GHQ 'cases' the study is only approximating the prevalence 
of psychological disorder. The GHQ has been repeatedly validated against more detailed 
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diagnostic instruments (Goldberg and Williams 1988). The methods chapter of this thesis 
reports in more detail a recent validation of the GHQ-12 (Bashir et al, 1996) in primary 
care, which establishes that the threshold of 2/3 for 'caseness' gives the best trade-off 
between sensitivity and specificity in comparison with the CIS-R (Lewis et al, 1988). 
This was the threshold used in this study. In the longitudinal part of this study, 40 GHQ 
cases were interviewed using the CIS-R. Of these GHQ cases, 27 (67.5%) were also cases 
on the CIS-R (See section 4.2.5.3). 
In the logistic regression model used for the statistical analysis, I have adjusted for 
patients' GHQ scores when testing the hypothesis that attributional style is associated 
with the detection of psychological disorder. The odds ratios for detection for different 
attributional scores are shown in tables 5.13 - 5.15 and 5.27 - 5.29. Adjustment for GHQ 
scores does not affect the significance of the association between normalising and 
detection of depression and anxiety, nor does it affect the association between 
psychologising and detection. There is no significant association between somatising 
attributional style either before or after adjustment for GHQ score. Although it is of great 
interest to compare GP detection of depression and anxiety with a validated measure such 
as the GHQ, there is no evidence that GHQ score alters the principal association between 
detection and attributional style. 
6.2.2.7 The follow-up rate for the longitudinal part of the study 
The follow-up rate for the second longitudinal part of the study was 61.3%. The power 
calculation for the longitudinal part of the study was based on a follow-up rate of 85%. 
This would have lead to a recruitment of 250 subjects into this part of the study. In fact 
only 179 were recruited. The failure to reach the target for recruitment to the longitudinal 
part of the study reduced the power of the study to achieve its aims. Although a 
significant association between attributional style and the detection of psychological 
disorder was demonstrated in the follow-up, there was no evidence of an association 
between attributional style and psychological wellbeing (see tables 5.29 - 5.3 1). The rate 
of recruitment to the follow-up part of the study was higher (70%) for those who were 
still registered with the practice at the time of follow-up. However it was disappointingly 
low (46%) for those patients who had left the practice, and lowest of all (33%) for those 
who had moved away from the area to a different health authority. This was due to the 
difficulty in contacting these patients. Respondents and non-respondents were compared 
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in respect of all measured variables. The only significant difference was that respondents 
were older, a finding that reflects the greater mobility of the younger population. 
6.3 Main findings of the study 
The main finding of the study is that there is an association between patient's symptom 
attributional style and the detection of psychological disorder by general practitioners. 
Normalising attributional style was associated with a lower rate of detection of mental 
disorder, and psychologising attributional style with a higher rate. Both these associations 
were present after controlling for the possible confounding variables of age, sex, GHQ 
score and which GP the patient saw. Both of these associations persisted over time. 
6.3.1 Possible explanations for the association 
6.3.1.1 Chance 
As with any study of this type, the possibility of a type I error must be considered; that is, 
the null hypothesis has been rejected whereas in fact it is true. In this case, a type I error 
is unlikely as the p values based on the logistic regression analysis used are so small. 
6.3.1.2 Reverse causality 
Reverse causality occurs when the 'disease' (in this case, GP detection) causes the 
6exposure' (in this case attributional style). This is often a problem in cross-sectional 
studies where data on exposure is collected retrospectively (Kirkwood, 1988). But it 
could not be the case in the cross-sectional part of this study, where attributional style 
was measured before the patient saw the GP and therefore, before detection. 
It is possible, however, that a GP could influence the attributional style of his patient over 
time. A GP who was more attuned to psychological disorder might encourage a patient to 
make more psychological attributions, for example, and in the longitudinal part of the 
study this process could have an impact on the detection of psychological disorder. I have 
already referred to the work on reattribution of symptoms that uses this process as a 
therapeutic tool (Goldberg et al, 1989). It is for this reason that I have controlled in the 
analysis for which GP the patient saw. 
6.3.1.3 The presence of confounding variables 
A confounding variable is an independent risk factor for the disease at each level of the 
exposure and is also associated with the exposure. This can lead to a spurious association. 
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There are a number of possible confounding factors in the association between detection 
of mental disorder and symptom attributional style. In the statistical analysis logistic 
regression modelling was used to control for the presence of the confounding variables 
that were measured. These are discussed in turn. 
Depression and anxiety. 
The presence of psychological disorder is a possible confounder. It is certainly possible 
that psychological disorder in the patient is associated both with symptom attributional 
style and with the detection of psychological disorder by the GP. In this study 
psychological disorder was measured using the GHQ. GHQ score is significantly 
associated with detection of anxiety and depression, the dependent variable. The cross- 
sectional part of the study shows a rate of detection of mental disorder as measured by the 
GHQ comparable to that found in a number of other studies in primary care (Goldberg 
and Huxley, 1992). The longitudinal part of the study shows that even more of the 
subjects with high scores on the GHQ are detected over time. 
The relationship between a GHQ score of 3 or more and a diagnosis of psychological 
disorder using a more detailed instrument such as the CIS-R is discussed in section 
6.2.2.6. It is clear that the GHQ overestimates the prevalence of psychological disorder in 
comparison to the CIS-R, and it would be a mistake to use the GHQ as a diagnostic 
instrument (Heath, 1999). However, it can be argued that the GHQ is a particularly useful 
instrument because it is sensitive to degrees of psychological distress that may not reach 
the diagnostic threshold for formal psychiatric disorder. 
Psychological disorder, as measured by the GHQ, becomes a potential confounding 
variable if it is associated with the exposure variable, symptom attributional style. There 
are strong prima facie reasons to believe it might be. The GHQ is a measure of 
psychological distress, and increasing psychological distress might well increase general 
psychological awareness and encourage psychological thinking in the patient. This could 
easily spill over into psychological attributions for common physical symptoms. By 
contrast, normalising attributions are minimising attributions and it seems more likely 
that they would be associated with general good health, both physical and psychological. 
Therefore it can be hypothesized that psychological disorders such as depression and 
anxiety may be positively associated with a psychologising attributional style and 
negatively associated with a normalising attributional style. The data presented in the 
study confirms this. In the cross-sectional part of the study, the mean GHQ score 
for 
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subjects with a psychologising attributional style was 6.7 (95% CI 5.7,7.7) while the 
mean score for normalisers was 2.7 (1.9,3.4) and somatisers 2.4 (0.92,3.8). In the second 
longitudinal part of the study, an increase in psychologising score over time was 
associated with a higher GHQ score at outcome, and a decrease in normalising score over 
time was also associated with a higher GHQ score at outcome. 
Logistic regression modelling was therefore used to control for GHQ score at baseline 
when looking for the association between attributional style and detection of depression 
and anxiety in both parts of the study. The odds of detection for psychologisers in both 
the cross-sectional and longitudinal part of the study were slightly reduced by adjusting 
for GHQ score, but the direction and significance of the results was not affected (tables 
5.13 and 5.28). The odds of non-detection for normalisers were slightly reduced in both 
parts of the study by adjusting for GHQ score, but the direction and significance of the 
results was not affected (tables 5.15 and 5.27). As mentioned above (6.1), there is no 
significant association between somatising attributional style and detection either before 
or after adjusting for GHQ score (tables 5.14 and 5.29). We can therefore conclude that 
the association between attributional style and detection of depression and anxiety is not 
significantly altered by the presence of psychological disorder. 
Age. 
Age may act as a confounder by increasing the likelihood of certain types of attribution, 
for example, somatising. Table 5.7 shows this to be the case. The mean age for subjects 
with a somatising attributional style was 61.7 years, while the mean age for 
psychologisers was 46 years and normalisers 43 years. Increasing age increases the 
likelihood of serious illness, and somatising attributions are an understandable response 
to this. In contrast there is a fall in normalising attributions with increasing age. There 
was no evidence in this study that age was associated with the detection of depression and 
anxiety. 
Sex. 
Sex is a potential confounding variable in this study. Female sex was found to increase 
detection of psychological disorder by primary care physicians by Kirmayer et al (1993), 
although this effect had disappeared at 12 months. Female sex was also associated with a 
psychologising attributional style. 85.5% of psychologisers were 
female, compared to 
67.1 % of normalisers and 56.2% of somatisers. The percentage of females in the sample 
as a whole was 73%. Psychologising attributional style was associated with a 
higher 
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mean GHQ score, which in turn was associated with a higher rate of detection of 
depression and anxiety. Female sex itself is not associated with a greater likelihood of 
psychological disorder in this study. 
Adjusting for age and sex in the statistical analysis did not alter the significance of the 
principal association between attributional style and detection of depression and anxiety. 
This is not surprising, since neither of these variables was associated with detection in 
this study. However it was felt prudent to make the adjustment because of the existence 
of associations between age and detection or sex and detection in previous work. 
Which GP the patient saw 
This is another potential confounding variable that is controlled for in the analysis. Table 
5.3 shows that female GPs in this study were significantly more likely to be consulted by 
female patients than their male counterparts. I have already shown that female sex is 
associated with a greater likelihood of detection of psychological disorder and also 
carries a greater likelihood of a psychologising attributional style. Different general 
practitioners also saw patients who were different with respect to the exposure variable, 
symptom attributional style. For example GP4 has a lower proportion of normalisers and 
a higher proportion of somatisers than the other GPs. GPs also had widely differing rates 
of detection of mental disorder, ranging from 17% to 77% of the GHQ cases presenting 
to them. However, adjusting for which GP the patient saw does not alter the significance 
of the association of interest. 
6.3.1.4 Possible confounding variables that were not measured in this study 
Reason for the consultation 1presenting complaint 
Araya (2000) has described three different presentations in primary care of patients who 
are suffering from psychological disorder: physical symptoms, psychological symptoms, 
and ambiguous symptoms such as 'malaise' or tiredness. He has also described different 
rates of detection of psychological disorder associated with these different presentations: 
a higher rate for psychological presentations, a lower rate for physical presentations and 
an intermediate rate for ambiguous presentations. Coyne (1995) has also found that 
"physicians were more sensitive to depression in patients who were overtly 
psychologically distressed. " Tylee (1995), as well as replicating this finding, has shown 
that the point in the consultation at which psychological symptoms were mentioned was 
important to detection: the later the symptom was mentioned, the less likely 
psychological disorder was to be detected. 
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It is possible that patients with a psychologising attributional style would be more likely 
to present to their GP in a psychological way and that this in turn would make detection 
of depression and anxiety more likely. The presenting complaint is therefore a candidate 
to be a confounding variable as it could be associated with both symptom attributional 
style and the outcome variable, detection of depression and anxiety. During the pilot for 
this study both patients and GPs were asked to describe the presenting complaint. Data 
collected using both of these methods was found to be incomplete, and some patients 
expressed concern at the intrusion into the confidentiality of the consultation. It was 
therefore decided not to collect data on the presenting complaint for this study. 
This represents a missed opportunity to look for an association between symptom 
attributional style and presenting complaint. It has been argued above, that patients who 
made psychological attributions for their common somatic symptoms would tend to 
present their distress in a psychological way. It could also be argued that patients who 
made normalising attributions for their somatic symptoms would present their 
psychological distress in such a way that they would tend to minimise it and explain it 
away. It is possible to see how both such types of presentation could influence the GP in 
detecting or failing to detect a mental disorder. This study would have been an 
opportunity to explore the importance of the presenting complaint as a possible link 
between symptom attributional style and the detection of depression and anxiety. 
Social class 
Stansfeld et al (1998) found a gradient in wellbeing by employment grade in both sexes, 
with greater wellbeing in those with higher socio-economic status. They also found that 
men in lower employment grades had higher depression scores. Weich (1998) has found 
that poverty and unemployment increase the duration of common mental disorders. Some 
studies have shown an association between detection of depression and anxiety and 
employment status and educational attainment (Marks et al 1979, Boardman 1987). There 
is therefore reason to think that social class might be a confounding variable. However 
there are no studies of possible associations between attributional style as measured by 
the SIQ and social class. There was very little difference in the distribution of 
attributional styles between the population of Canadian university students studied by 
Robbins and Kirmayer (1991) and the population of an urban Bristol general practice 
observed in this study. In the Bristol study, the mean normalising score was 6.4 (SD 3.1) 
compared to a mean of 6.7 (SD 2.5) in the Canadian student population studied by 
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Robbins and Kirmayer. The mean scores for psychologising were 4.2 (SD 2.9) in this 
study population compared to a mean of 4.7(SD 2.2) in the Canadian study. The mean 
somatising scores were 2.3(SD 2.2) in the British population and 1.4 (SD 1.4) in the 
Canadian. There is very little to choose between the means for the two populations 
despite the obvious differences in age distribution and the likely differences in social 
class and culture. The socio-demographic characteristics of this study population have 
been described in Table 5.1. It is not clear that social class is a potential confounder in a 




In the first cross-sectional part of the study, consecutive attenders were approached while 
waiting to consult with eight GPs at both morning and evening surgeries. The refusal rate 
was very low and it is difficult to see how respondents could have differed from non- 
respondents in a systematic way. Selection bias becomes more of an issue in the 
longitudinal part of the study, where there is the potential for 'non-response bias'. In this 
part of the study, responders have been compared to non-responders in respect of the 
measured variables. The only significant difference to emerge is that non-respondents 
were on average younger, with a mean age of 43.3 years compared to 48.5 for 
respondents. This may reflect greater mobility in a younger population but is not 
associated with any difference in mean GHQ score or attributional style. 
Information bias in the observer 
The questionnaires were self-completed, so the researchers were not observers, but 
merely facilitated the data collection. The GPs were blind to the results of the 
questionnaires when they saw the patients. Whether or not they detected depression or 
anxiety was not influenced by the results of either the symptom attribution questionnaire 
or the GHQ. The only possible influence on the general practitioner was the knowledge 
that the patient was in the study and that the GP had been asked to note whether they 
thought the patient was suffering from depression or anxiety. They may therefore have 
been more alert to the possibility of psychological disorder. 
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Information bias in the patient 
It is possible that completing a psychological questionnaire such as the GHQ before the 
consultation might have influenced the patients' behaviour in the consultation, making 
them more likely to focus explicitly on any distress they might be feeling. If this were so 
it would probably make detection of depression and anxiety by the GP more likely. This 
in turn would give rise to an underestimation of the association between normalising 
attributional style and the non-detection of psychological disorder. 
6.4 Is there a causal relationship between attributional style 
and detection of Psychological disorder? 
This section explores the possibility of a causal relationship underlying the association 
between attributional style and detection of psychological disorder. A number of different 
criteria are used to examine the possibility of a causal relationship. 
6.4.1. The strength of relationship measured by relative risk. 
Tables 5.13 - 5.15 and 5.27 - 5.29 show the odds ratios for the association between 
detection and attributional styles, both in the cross-sectional part and the longitudinal part 
of the study. The findings are similar in both parts of the study. 
In the cross-sectional part of the study, higher normalising scores are associated with a 
decreased likelihood of detection of depression and anxiety. Subjects in the highest band 
of normalising scores are 5 times less likely to be described as anxious or depressed by 
their general practitioners than those in the lowest band, even after controlling for GHQ 
score (OR of detection = 0.19,95% CI 0.05,0.73). The odds of detection for subjects in 
the highest normalising band over 3-year follow-up are very similar (OR of detection = 
0.16,9 5% CI 0.04,0.7). 
High psychologising scores give a greater chance of detection in both parts of the study. 
In the cross-sectional part, the odds ratio for detection for subjects in the highest band of 
psychologising scores was 22.5 (95% CI 2.4,215) compared to those in the lowest band, 
and in the 3-year follow-up all those with a high psychologising score were detected. 
There were no significant associations between detection and somatising score: in the 
cross-sectional part of the study patients in the higher band of somatising scores were 
more likely to be detected as depressed or anxious, but the confidence intervals lie on 
either side of unity (OR= 2.5; 95% CI 0.6,9.6). In the longitudinal part, the odds of 
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detection for somatisers are 0.8 (95% CI 0.13,5.2), but once again the confidence 
intervals lie on either side of 1. This non-significant result may be due to the small 
number of subjects in the study with high somatising scores. 
6.4.2 Specificity of effect 
The literature review did not reveal any studies looking at possible associations between 
attributional style and other diagnostic outcomes. It is not known whether attributional 
style has an effect on the detection of any other psychopathology. There is good reason to 
believe that causal attributions of common somatic symptoms could have an effect on the 
rate of diagnosis of other, non-psychiatric disorders and this is discussed in chapter 7 of 
this thesis. 
6.4.3 Consistency of findings across studies; replication of findings 
Since the initial cross-sectional part of this study was published (Kessler et al 1999, see 
appendix 4) there have been two studies using part or all of the SIQ to look at the 
association between detection of depression and symptom attribution. The first, by Bower 
et al (2000), was similar in design to the cross-sectional study described in this thesis. 
Bower et al's study was larger: they recruited 43 GPs and 748 patients completed both 
the GHQ and the SIQ. The data were analysed in a slightly different way: GPs were 
asked to rate patients from 0 to 4 ("no psychiatric disturbance detected" through "mild 
subclinical disorder" to "clinically significant disorder"). The longer GHQ-28 was used, 
and the SIQ was scored using the Likert method, rather than the forced-choice format 
(see 4.1.7.2). However, a number of the findings replicate those presented in this thesis. 
Bower and colleagues found that there was a significant positive correlation between 
GHQ score and psychologising score on the SIQ, while those with higher normalising 
scores were more likely to have lower GHQ scores. GPs were more likely to rate patients 
as 'significant cases' if their psychologising scores were high or their normalising scores 
were low. When the analysis was restricted to GHQ cases only, low normalising score 
was a significant predictor of recognition. Psychologising score did not predict 
recognition by the GP for GHQ cases, in contrast to the findings presented in this thesis. 
The authors argue " The present study provides some supportfor the findings of Kessler 
et al: attributions influenced both the likelihood that patients would be labelled as a case 
by the GP (over and above the GHQ score) and the likelihood that cases (by the GHQ) 
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were identified as such by the GP. The fact that the normalising scale predicted 
recognition of new GHQ cases is of some importance.. " 
It is of particular interest that a normalising attributional style emerges as a reliable 
predictor of low rates of recognition of anxiety and depression. However, Bower's 
finding that psychologising score does not predict recognition by the GP of GHQ cases 
casts some doubt on the predictive value of the SIQ compared to the GHQ rating of the 
severity of the disorder. The SIQ was not intended as a screening instrument for 
psychological disorder. It was conceived as a measure of attributional style for bodily 
sensations (Robbins and Kirmayer 1991), and as Bower and colleagues point out, its role 
is in illness cognition research. They feel that studies in recognition could more usefully 
measure specific attributions related to the main presenting problem. 
Araya et al (2001) examined attributions for the presenting problem, and their effect on 
the detection of common mental disorder. In a cross-sectional study of 815 consecutive 
primary care attenders they found that doctors identified 34% of psychiatric cases who 
attributed their reason for consultation to physical causes, and 63% of those who 
attributed their presenting problem to a psychological cause. In this study patients were 
only asked whether they made a psychological or physical attribution for their presenting 
complaint; they were not asked about normalising attributions for their presenting 
complaint (Araya 2000). 
There is only limited published evidence in this area, but what there is lends support to 
the idea of an association between patients' attributional styles and their GPs' detection 
of psychological disorder. 
6.4.4 Dose-response 
If a 'dose-response' is present in an association, it means that a greater exposure to the 
risk factor makes the disease more likely. In terms of this study the 'risk factor' is 
attributional style and the 'disease' is the detection of psychological disorder. If a 'dose- 
response' were present we would expect the relationship between attributional style and 
detection to vary with the strength of the attributional style. 
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Strength of normalising attributional style and the detection of depression and 
anxiety 
In both the cross-sectional and longitudinal parts of the study there is a relationship 
between increasing normalising score and decreasing likelihood of detection of 
depression and anxiety. In table 5.15, the odds of detection for those with different 
normalising scores are given for the cross-sectional part of the study. Subjects with low 
normalising scores of 0-3 are taken as the reference category. As normalising score 
increases, the odds of detection decrease, so that subjects with the highest non-nalising 
scores of 11-13 are 5 times less likely to be detected as anxious or depressed even after 
adjusting for age, sex and GHQ score. It is particularly important that the analysis 
controlled for GHQ score as a confounding variable. This is because high GHQ score is 
associated both with low normalising score and the detection of anxiety and depression. 
An increase in normalising attributional score reduces the likelihood of the detection of 
psychological disorder, irrespective of the degree of psychological distress as measured 
by the GHQ. 
Table 5.27 shows the odds of detection for different levels of normalising over the three- 
year follow-up period. The pattern is very similar to that described in the cross-sectional 
part of the study. In the follow-up patients with the highest normalising scores at baseline 
are more than 6 times less likely to be detected as anxious or depressed after controlling 
for age, sex and baseline GHQ score. 
Strength ofpsychologising attributional style and the detection of depression 
and anxiety 
There is also a relationship between strength of psychologising attributional style and the 
detection of psychological disorder. Table 5.13 shows that an increase in psychologising 
score is associated with a greater likelihood of detection of depression and anxiety in the 
cross-sectional part of the study. Subjects in the highest range of psychologising scores 
(11-13) are 22.5 times as likely to be detected than those in the lowest range (0-3) after 
controlling for age sex and GHQ score. It should be noted that the numbers are small and 
the confidence intervals wide at this level of psychologising. However the pattern of 
increased likelihood of detection with increased psychologising score is consistent. It also 
obtains in the longitudinal part of the study. Table 5.28 shows that all the subjects with a 
psychologising score of 11-13 were detected as depressed or anxious and that those with 
a psychologising score of 7-10 were more than 4 times as likely to be detected as those 
with a psychologising score of 0-3. 
143 
Strength of somatising attributional style and the detection of depression and 
anxiety 
There is no evidence of a 'dose-response' between detection and somatising score (see 
tables 5.14 and 5.29). In fact, there is no evidence of a significant relationship between 
somatising score and detection of anxiety and depression in either part of the study. This 
may be because very few subjects in this study chose a majority of somatising 
attributions to explain their common somatic symptoms. In the first cross-sectional part 
of the study, only 16 out of 292 subjects (5.5% [95% CI: 3.2,8.7]) chose 7 or more 
somatic attributions. In the longitudinal part of the study only 6 out of 179 subjects (3.3% 
[95% CI: 1.2,7.1 ]) chose 7 or more somatising attributions. No one in either part of the 
study chose 10 or more somatising attributions. Figures 5.2 - 5.4 show the distributions 
of the different attributional scores. Normalising scores are approximately normally 
distributed, psychologising scores are skewed to the left, and somatising scores skewed 
even more markedly to the left. Very few patients chose an arithmetical majority of 
somatising attributions. This is an unexpected finding, especially in view of the 
considerable literature concerning the difficulty of detection of psychological disorder in 
the context of somatisation. This literature suggests that somatic attributions are likely to 
be common in primary care. For example, in their study of the effect of patients' style of 
clinical presentation on primary care physicians' recognition of depression and anxiety, 
Kirmayer and Robbins (1993) found that 76% of patients with significant depression or 
anxiety made 'somatised' presentations. However, only 12% of these patients could be 
described as 'true somatisers' according to the authors. A 'true somatiser' was one who 
not only presented with somatic symptoms, but also made somatic attributions and held 
to those attributions when offered alternatives. The figure of 12% for 'true somatisers' is 
much closer to the findings in this study. Most patients chose normalising explanations 
for their common somatic symptoms if these explanations were offered to them. This 
research suggests that patients who may have been previously thought of as 'somatisers' 
are more likely to choose normalising attributions for their common somatic symptoms. 
The term 'somatisation' in primary mental health care research has been used in a 
number of ways. It has become a convenient label to describe patients with mental health 
problems who do not present in a psychological way to their GPs, but present with 
somatic symptoms. This is the sense in which the term was used by Goldberg and 
Bridges (1988a). In their study of the relation between somatic symptoms and depression 
Simon and VonKorff (1999) found that 69% of depressed patients reported only somatic 
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symptoms. However, only I I% denied psychological symptoms on direct questioning. 
This finding is very similar to the 12% of 'true somatisers' described by Kirmayer and 
Robbins (1993). It is reasonably close to the figure in this study of 5.5% of patients with a 
somatising attributional style: patients who, more often than not, will choose a somatising 
causal attribution. It can therefore be argued that while the combination of psychological 
distress and the presentation of a somatic symptom is common, 'true somatisation' or a 
somatising attributional style is relatively uncommon. 
6.4.5 Possible mechanisms for the association 
It has already been noted that there is very little work on the effect of patients' symptom 
attributions on the detection of psychological disorder. There is, however, a theoretical 
basis for the idea that the attributions for common somatic symptoms might have an 
influence on the doctor-patient interaction. Some of the relevant work in this area has 
been discussed in the literature review in this thesis. 
Jennifer King (1983) argues that the way a person explains or interprets the cause of an 
illness will influence certain beliefs about the illness. This in turn will influence 
behaviour. She calls this the "theoretical synthesis between attribution theory and the 
Health Belief Model. " It has been shown that help-seeking behaviour is influenced by 
causal symptom attributions. King (1982) studied the effect of patients' causal 
attributions on attendance at a clinic for blood pressure screening. In brief, the type of 
explanation chosen for high blood pressure by patients predicted attendance in 73% of 
cases. 'Stress' and 'worry' predicted attendance; more normalising explanations such as 
'too much exercise' or 'bad luck' predicted non-attendance. It may be possible to 
generalise from these findings to the association between attributional style and detection 
of psychological disorder. The outcome in this study is detection rather than attendance, 
but we can argue that patients with a psychologising attributional style may be more open 
about their psychological symptoms, while those who tend to normalise or minimise their 
symptoms will present their symptoms of distress in a less direct way or not at all. 
In support of this argument, Kirmayer et al (1993) found that style of presentation had an 
influence on primary care physicians I recognition of depression and anxiety. Of the 215 
patients in their study with significant depression scores, they found that 80% made 
somatic presentations. There was a reduction in the recognition of depression and anxiety 
with increasing levels of somatisation. It is of particular interest that the authors defined 
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four levels of clinical presentation for those patients with significant depression. These 
were psychosocial presenters, who presented with at least one psychosocial symptom; 
initial somatisers, who presented with somatic symptoms but spontaneously identified a 
psychosocial contributor when questioned; facultative somatisers, who presented with 
somatic symptoms but accepted the possibility of psychosocial. explanations when 
prompted, and true somatisers, who did not accept the possibility of a psychosocial cause 
for their symptoms. 
It could be argued that the differing strengths of patients' somatic attributions in 
Kirmayer's study correspond to some degree to the attributional styles in our study. The 
attributions in Kirmayer's study exist along a single dimension that has strong 
psychological attributions at one end and strong somatic attributions at the other. 
'Psychosocial presenters' in Kirmayer's study correspond to subjects with predominantly 
psychologising attributions in our study, while Kirmayer's 'true somatisers' are probably 
close to subjects in our study with strong somatising attributions. 
Kirmayer's study gives theoretical support to the idea that different styles of presentation 
and attribution of common somatic symptoms are associated with different rates of 
detection of mental disorder. There is however no equivalent in Kirmayer's study to the 
subjects in our study with predominantly normalising attributions. This is because 
normalising attributions posit a non-pathological cause for the symptom and this makes 
them fundamentally different from psychologising and somatising attributions. 
There is very little published work on normalising attributions for common somatic 
symptoms. There is a considerable literature devoted to somatisation, some of which is 
discussed in the literature review of this thesis. It has been widely acknowledged that 
patients who are psychologically distressed and make somatic attributions for their 
symptoms represent a particular diagnostic and management challenge (Goldberg and 
Bridges, 1988a and 1988b). Kirmayer and Robbins (1993) are not unusual in contrasting 
somatic attributions with psychological attributions; interestingly even they do not 
examine the effect of normalising attributions, despite their earlier work that refers to a 
normalising attributional style (Robbins and Kirmayer, 1991). 
Kelley's (1971) 'discounting' principle puts normalising attributions at the centre of any 
discussion of causal symptom attribution. In Kelley's theoretical model, a normalising 
attribution represents the 'default' position: it will be adopted whenever possible and only 
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rejected when it is felt to be an insufficient explanation of the symptom. Using this 
theoretical model, it could be argued that some symptoms are too severe or ominous to be 
accounted for by a normalising attribution, for example, severe pain or haematemesis. 
This would probably also be true of psychotic symptoms although this appears not to 
have been tested. However, the focus of this study is the group of common somatic 
symptoms that can equally be explained by normalising, psychologising or somatising 
attributions. Normalising attributions are by far the most common explanations for 
common somatic symptoms chosen in all the studies in which they are offered to subjects 
and for this reason alone they are of interest. Of particular interest is the group who 
maintain their non-pathological normalising attributions despite multiple symptoms of 
distress. They are a group of patients who are difficult to diagnose as depressed, yet 
suffer prolonged and significant symptoms. Despite their psychological distress they are 
consistent in their normalising attributions. In this respect they are atypical, since 
throughout the study, higher GHQ scores tend to be associated with higher 
psychologising scores. 
6.4.6 Causal relationship: conclusion 
There is some justification for suggesting that there is a causal relationship between 
psychologising and normalising attributional styles and the detection of depression and 
anxiety. A particular attributional style is not necessary to cause the outcome of detection 
or non-detection of psychological disorder. For example, at baseline, 45% of those 
diagnosed as depressed or anxious did not have a psychologising attributional style. 
Therefore a psychologising attributional style is not necessary for the detection of 
psychological disorder. In the same way, 52% of patients who were not diagnosed as 
depressed or anxious did not have a normalising style of attribution. Therefore a 
normalising style is not necessary for the non-detection of mental disorder. 
However, the relationship between attributional style and detection is a strong one as 
shown by the odds of detection for different attributional styles, and there is a 'dose- 
response' relationship. The association between normalising attributional style and low 
rates of detection of mental disorder has been replicated in one other study. The 
relationship is consistent with the knowledge derived from other studies concerning the 
effect of attributional style on help-seeking behaviour, and the association between 
psychologising attributional style and detection shown by Kirmayer and Robbins (1993). 
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6.5 Association between attributional style and 
psychological outcome 
The main hypothesis of this thesis was that patients' attributional style was associated 
with the detection of depression and anxiety by their GP. A second hypothesis was also 
tested in the longitudinal part of the study. This was, that attributional style at baseline 
was associated with psychological wellbeing as measured by the GHQ at three-year 
follow-up. It was reasonable to infer that this would be the case because attributional 
style was associated with GHQ score in the cross-sectional data (see 6.6.2 below) and is 
reasonably stable over time (see 6.6.1 below). We might therefore expect a higher 
normalising score at baseline to be associated with lower GHQ score at outcome, and 
higher psychologising score at baseline to be associated with higher GHQ score at 
outcome. 
The data from this study show a trend towards an association between high normalising 
score at baseline and lower GHQ score at outcome, but it is not significant. This trend 
disappears when we control for GHQ score at baseline in the analysis. It is necessary to 
control in the analysis for GHQ score at baseline because it is a confounding variable. 
GHQ score at baseline is associated both with attributional style at baseline and with 
GHQ score at outcome. Controlling for the other possible confounders of age, sex and 
which GP the patient saw made very little further difference to the results (Table 5.30). 
There is a similar trend towards an association between higher psychologising score at 
baseline and higher GHQ score at outcome, but once again this disappears when we 
control for the confounding variable of GHQ score at baseline as discussed above (Table 
5.3 1). There was no evidence of any association between somatising score at baseline and 
GHQ score at outcome (Table 5.32). Mean GHQ scores at different levels for each 
attributional style are compared to the reference group. The confidence intervals around 
the mean differences in GHQ scores are wide and lie on either side of zero. 
6.5.1 Explanations for the failure to demonstrate an association 
There are number of possible explanations for the failure to demonstrate an association 
between baseline attributional style and psychological wellbeing as measured by GHQ 
score at three-year follow-up. 
The first and most obvious is that there is no such association. There is an association 
between attributional style and psychological wellbeing as measured by GHQ score in the 
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cross-sectional data. But it may be that attributional style is not sufficiently stable over 
three years for this association to be maintained. 
The second possible explanation is a lack of power in the study to demonstrate an 
association. The power calculation for this part of the study (4.2.7.1) was based on a 
follow-up rate of 85% and the recruitment of 250 patients. In the event the overall follow- 
up rate was 61.3% and 179 patients were recruited. The longitudinal part of the study was 
relatively underpowered. 
There is also a further complication that might make detection of an association between 
baseline attributional style and psychological wellbeing at follow-up more difficult. On 
the one hand, a normalising attributional style is associated with psychological wellbeing, 
and because of this it might be 'protective' against the development of psychological 
disorder. On the other hand, a patient who becomes depressed but still maintains his 
tendency to make normalising attributions is much less likely to be detected as having a 
psychological disorder and therefore less likely to benefit from treatment. It is therefore 
possible to argue, that a normalising style of attribution could be protective against the 
development of psychological disorder for some patients, and could play a part in 
maintaining and prolonging psychological disorder in others who became depressed, 
because their normalising attributions made detection and treatment less likely. By the 
same token, a patient who makes strong psychological attributions is more likely to be 
detected as depressed and receive appropriate treatment that in turn may improve his 
psychological outcome. These factors make it more difficult to establish a clear 
association between attributional style and psychological wellbeing at three years. 
6.6 Other findings 
The discussion so far has focussed on the main aims of the study: to test the hypothesis 
that there is an association between attributional style and the detection of psychological 
disorder and to test for an association between attributional style and psychological 
wellbeing. In addition to these there were a number of other interesting findings in this 
study. 
6.6.1 The stability of attributional style over time 
Causal symptom attributions were measured at baseline and at three years using the SIQ. 
The results have been presented in two different ways. First, the stability of attributional 
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category was described (see table 5.19). Subjects belonged to a category if they selected 7 
or more attributions of that type, giving them an arithmetical majority. The normalising 
attributional style was the most stable category; 82% of those who were normalisers at 
baseline were still normalisers at 3-year follow-up. Only 37% of those who were 
psychologisers at baseline were still psychologisers at follow-up. There were only 6 
somatisers at baseline none of whom were somatisers at follow-up. 
The second way that the stability of attributional style was tested, was by placing all 
subjects in 4 groups according to their scores on each attributional scale: 0-3,4 - 6,7 - 
10, and 11 - 13. The stability of these subcategories of each attributional style over three 
years was analysed using the weighted kappa statistic. This allows for minor variation in 
score and is a more sensitive measurement of the stability of attributional style than the 
blunt instrument of binary categorisation. Using this method of analysis there was a 
moderate level of agreement over three years for all three attributional styles. 
This study found that patients' patterns of symptom attribution are reasonably stable over 
time. This evidence for the longer-term stability of symptom attributions is important in 
terrns of the main outcome measure of this study, the detection of anxiety and depression. 
Normalising attributional style, which is reasonably stable over time, is associated with a 
lower rate of detection of psychological disorder, and this low rate of detection persists 
over time. Figure 5.5 traces the outcome for the 88 patients who were GHQ cases at 
baseline and were included in the follow-up. 32 of these patients were never diagnosed as 
having a psychological disorder. 16 were GHQ cases at three years and 10 of these were 
normalisers both at baseline and follow-up. 
We would not expect symptom attributions to be perfectly stable over time. The most 
plausible reason for change in symptom attribution is a change in illness experience. For 
example, a patient who has experienced an episode of exhaustion associated with 
anaemia is more likely to suspect anaemia when they experience fatigue at a later date. It 
may therefore be possible to explain the association between age and increased 
somatising attributions (Table 5.6) on the basis of the increased experience of illness 
associated with advancing age. There are other possible influences on attributional style, 
and the relationship between psychological disorder and attributional style in this study is 
discussed below. 
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The stability of attributional style over time using the SIQ has only been tested once 
before (Robbins and Kirmayer, 1991). In that study, the measurements were made after 
only 6 months, so this is the first test of the long-term stability of causal symptom 
attributions. It is also the first study in a British primary care population, as Robbins and 
Kirmayer's experimental group was made up of Canadian medical and psychology 
students. This study is therefore a validation of the SIQ for use in British general practice. 
It also extends our understanding of causal symptom attributions by contributing to our 
knowledge of their stability over time. 
6.6.2 The association between attributional style and psychological 
disorder 
Throughout this study the GHQ was used to measure psychological disorder. In the first, 
cross-sectional part of the study, there was an association between attributional style and 
GHQ score. The mean GHQ score for psychologisers at baseline was 6.7 (95% CI; 5.7, 
7.7). The mean GHQ for normalisers was 2.7 (1.9,3.4), and 2.4 (0.92,3.8) for somatisers. 
Tables 5.8 and 5.9 show statistically significant associations between GHQ score and 
score on the normalising and psychologising scales after controlling for age and sex. 
A similar pattern of association between attributional style and psychological disorder 
was also found by Robbins and Kirmayer (1991). In their study, the psychological 
attribution scale was significantly related to depressive symptom reporting and the 
normalising scale showed a negative correlation with depressive symptom measures. 
These associations make sense in terms of attribution theory: psychological distress is 
associated with psychological thinking while good health, both psychological and 
physical, is associated with normalising attributions. According to the 'discounting 
principle' of attributional theory, symptoms are normalised by being attributed external 
factors wherever possible (Kelley 197 1). For example, fatigue is attributed to over- 
exertion, headache to environmental irritants. Alternative explanations, such as 
psychological disorder or organic disease, become necessary when a normalising 
explanation does not seem sufficient to account for the symptom, either because it is 
severe, prolonged, or unusual. It can therefore be argued that a greater degree of 
psychological distress is more likely to be associated with a psychological attributional 
style, and greater experience of organic disease with a somatising attributional style. 
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This study does not show any association between psychological distress and somatising 
attributions. At first this seems an unexpected finding. Somatic symptoms are common in 
depression and anxiety. Why are somatic attributions so uncommon? In fact somatic 
attributions for individual symptoms are not uncommon, but it is rare for patients to have 
an overall somatising attributional style. This supports Kirmayer's finding, that only a 
small proportion of patients with depression maintain somatising attributions when 
questioned (Kirmayer, 1993). The discounting principle of attribution theory, as 
described above, does not predict that there would be any association between 
psychological disorder and somatising attributions (Kelley, 1971). We might expect an 
association between a history of physical illness and somatising attributional style. I did 
not measure physical illness, but as mentioned above there is a significant association 
between increasing age and somatising attributions, and serious illness is more likely with 
increasing age. The mean age for all subjects in the study was 46.5 years, while the mean 
age for somatisers was 61.7 years. There is also an association between normalising score 
and younger age, suggesting less familiarity with physical illness. 
6.6.2.1 The association between change in attributional style over time and 
GHQ score at 3 years 
This study found that attributional style is reasonably stable over time. However, there is 
a degree of change. The association between psychological disorder and attributional 
style is a strong one. There are therefore good reasons to believe that changes in 
attributional style would be associated with changes in psychological state, so that a 
change towards more normalising attributions would be associated with greater 
psychological wellbeing, and a change towards more psychologising attributions would 
be associated with greater psychological distress. The longitudinal part of the study 
allowed an examination of the association between change in attributional style over time 
and GHQ score at 3-year follow-up. 
Change in normalising attributions over time and association with GHQ score 
at 3-yearfollow-up 
Normalising attributions have been shown to be the most stable. However, there were 
some changes in normalising attributions over time. In order to study the association 
between these changes and psychological outcome, subjects were divided into three 
groups. The first was a reference group whose number of normalising attributions stayed 
the same over time or only varied by one point out of a possible thirteen in either 
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direction. The second was a group who changed their attributional style in the direction of 
making fewer normalising attributions. The third was a group who changed their 
attributional style in the direction of making more normalising attributions. In the 
analysis, the two groups whose normalising attributions had changed over time were 
compared to the reference group whose normalising attributions had stayed the same. 
The group of subjects who changed towards making fewer normalising attributions over 
time had a mean GHQ score at outcome of 5.28 using the GHQ method of scoring. This 
represents a mean increase in GHQ score of 2.17 (95% CI 0.88,3.45) compared to those 
who made the same number of normalising attributions at baseline and follow-up. This 
difference was significant after adjusting for baseline GHQ score, age, sex and which GP 
the patient saw (see table 5.23). The group who made more normalising attributions over 
time had a lower mean GHQ score at outcome, but the difference was very small and was 
not statistically significant. A change in status to fewer normalising attributions over time 
is associated with a greater degree of psychological distress at outcome as measured by 
the GHQ. 
Change in psychologising attributions over time and association with GHQ 
score at outcome 
Psychologising attributions were more subject to change over time than normalising 
attributions in this study. Once again the subjects were divided into three groups in the 
way described above. An increase in the number of psychologising attributions over time 
was associated with an increase of 3.0 (95% CI; 1.8,4.2) in the mean GHQ score at 3 
years, compared to those whose psychologising attributions stayed the same (see Table 
5.24). This association was significant after adjusting for baseline GHQ score, age, sex 
and which GP the patient saw. The group who changed towards making fewer 
psychologising attributions over time had a marginally lower mean GHQ score at 
outcome but the difference from the reference group was not significant. 
Change in somatising attributions over time and association with GHQ score at 
outcome 
Somatising scores were treated in the same way described above. There was no 
significant association between change in somatising score over the study period and 
GHQ score at outcome. 
In the analysis of change in normalising status described above there is an association 
between changing towards making fewer normalising attributions over time and 
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experiencing greater psychological distress at 3 years. This suggests that a move away 
from normalising attributions is associated with an increase in psychological distress. 
However there is no association between a change towards making more normalising 
attributions and an increase in psychological wellbeing. 
By contrast, the analysis of change in psychologising attributions shows an association 
between changing towards making more psychologising attributions and an increase in 
psychological distress. This suggests that a move towards a psychological attributional 
style is associated with an increase in psychological distress. There is no association 
between a move away from a psychologising attributional style and an increase in 
psychological wellbeing. 
Changes in both normalising and psychologising attributional style can be associated with 
an increase in GHQ score, and it seems likely that moving from a normalising to a 
psychologising style of attribution is associated with an increase in psychological 
distress. However it is not possible to establish the direction of causality for these 
associations from this study. In other words, it is not clear from this analysis whether it is 
the change in attributional style that gives rise to the distress, or an increase in distress 
that provokes the change in attributional style. The 'discounting principle' (Kelley, 1971) 
makes it more likely that an increase in psychological distress leads to a change in the 
pattern of attribution of symptoms in the following way. An increase in the severity of 
psychological symptoms with the onset of depression would make it increasingly difficult 
to minimise or extemalise symptoms, and attributions might therefore change from 
normalising to psychologising. However, it remains possible that the degree of 
psychological distress can be influenced by changing patterns of symptom attribution. 
6.7 Summary of the discussion 
The main finding in the first cross-sectional part of the study was an association between 
patients' attributional style and GPs detection of anxiety and depression. A 
psychologising attributional style made detection more likely. A normalising attributional 
style made detection less likely, and very few patients had a predominantly somatising 
attributional style. This finding was robust and remained so when the cohort was 
followed up over three years. 
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The study also showed that symptom attributions were reasonably stable in a British 
general practice population over time. Changes in attributional style during the three-year 
period were associated with psychological wellbeing at follow-up: a change from 
normalising to psychologising attributions was associated with an increase in GHQ score. 
However, attributional style at baseline did not predict psychological wellbeing at follow- 
up in this study. 
There are a number of problems affecting the study. It would have been useful to have 
data on the patients' presenting complaints, and the rate of entry into the follow-up study 
was disappointing. 
In previous research patients with psychological disorder who did not present with 
psychological symptoms have been labelled 'somatisers'. Common mental and physical 
disorders share many symptoms, and if patients are asked to make causal attributions for 
those symptoms, they are more likely to make normalising than somatising attributions. It 
may be that many patients with psychological disorder in primary care who have been 





7.1 Normalising attributions 
This study represents the first substantive piece of research into causal symptom 
attributions and mental health in primary care in the United Kingdom. It is the first study 
to highlight the place of patients' attributions in the detection of depression and anxiety 
and in particular the importance of normalising attributions in that process. There is a 
considerable literature of somatisation, and somatising attributions are often contrasted 
with psychologising attributions: the idea that symptoms can have normalising 
attributions has been relatively neglected. 
7.1.2 The importance of normalising 
The idea of normalising adds a dimension to the way we think about symptom 
attributions. As discussed elsewhere in this thesis, normalising attributions are different 
from somatising and psychologising attributions because they are non-pathological in 
character (2.4.2.1 and 6.4.5). The fact that patients bring to the consultation attributions 
that tend to minimize or even explain away symptoms has implications for both research 
and clinical practice. On the one hand, a patient's tendency to make normalising 
attributions may delay or prevent diagnosis of some conditions: on the other hand it may 
be an untapped resource for the clinician seeking to help the patient re-attribute their 
symptoms. 
7.1.3 Implications for clinical practice 
The study was conceived as an attempt to answer a question raised in clinical practice. It 
grew out of an unpublished audit of the detection of depression and anxiety in my own 
practice and two others. Despite different consulting styles and very different levels of 
interest in mental health, most of the GPs audited failed to identify around 50% of the 
GHQ cases they saw in surgery. As a practising GP I was aware of the extent to which 
common mental and physical disorders shared the same symptoms. It seemed to me that 
the way patients thought about those symptoms could have a significant influence on 
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whether or not they were described as having a mental disorder and that this was an area 
worth further research. 
Detection of psychological disorder is a complex process and is influenced by many 
factors. Much of the work on the factors influencing the detection of psychological 
disorder has emphasized the role of the physician and the importance of his or her 
behaviour. This study stresses the importance of the way patients think about their 
symptoms. It highlights the influence of this thinking on the diagnostic process. It 
suggests that physicians often respond to their patients' attributions and that patient's 
attributions for their symptoms can lead the consultation in a certain direction and 
influence diagnostic outcome. 
Thus a psychological style of attribution is likely to elicit questions from the doctor about 
mental wellbeing and mood and would favour a psychological formulation for the 
problem. In contrast, normalising attributions, with their powerful common-sense 
overtones, may influence the doctor to join with the patient in minimising and even 
dismissing the symptoms. For the general practitioner to respond to a patient's own 
attribution of his or her symptoms is an expression of empathy and an important part of 
the negotiation between patient and doctor in moving toward a diagnosis. Such 
negotiations are the cornerstone of the doctor-patient relationship in general practice. 
It is easy to understand why people who make somatising attributions for their symptoms 
would seek help from their general practitioner. It is also clear that the general 
practitioner is the first port of call for many in psychological distress. But where 
normalising attributions are concerned there seems to be a paradox. Why should someone 
who is making a normalising attribution seek a doctor's advice? There may of course be 
many who make normalising attributions and do not seek advice from a physician (King 
1982). For those patients who normalise and still attend their GP the answer may lie in 
the need to check the normalising attribution and be reassured that it is the correct one. If 
this is so, then the implicit question that the normaliser asks the physician is "there's 
nothing really wrong with me, is there? " In the same way that we respond to somatisers 
and psychologisers by accepting their attribution, so we may respond to non-nalisers by 
agreeing with them. This collusion could result in a tendency to neglect the symptoms of 
depression and anxiety. 
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This study describes a mechanism that can help explain low rates of detection of 
psychological disorder in primary care. For the practising GP this shift in emphasis 
encourages more careful study of patients' health beliefs and symptom attributions by 
demonstrating that they have a real impact in the clinical situation. 
7.1.4 Implications for training 
If normalising attributions proved to be protective against the development of 
psychological disorder (see 7.1.5 below), this could have implications for the training of 
GPs and other mental health workers who work with those with common mental 
disorders. There is some evidence (Goldberg et al 1989, Gask et al, 1989a) that teaching 
techniques of reattribution of common somatic symptoms may be helpful for GPs treating 
depressed patients. Goldberg and Gask devised a teaching package for trainee GPs that 
included an exploration of the patients' health beliefs and encouraged the patients to 
move from somatic to psychosocial attributions for their symptoms. It might be of further 
benefit to introduce normalising attributions to distressed patients as a way of reducing 
anxiety about psychological or physical illness. Training GPs to think more explicitly 
about their patients' attributions might also improve diagnostic efficiency as well as 
promoting the ethos of patient-centred medicine. 
7.1.5 Implications for research 
Further confirmatory studies 
There is a need for further work exploring the association between causal attributions and 
the detection of mental disorder in order to confirm the findings of this study. Bower et al 
(2000) give only qualified support to the findings presented in this thesis. 
The longitudinal part of the study presented here failed to demonstrate an association 
between attributional style and psychological wellbeing that persisted over time. 
However., in the cross-sectional part of the study there is an association between higher 
normalising score and lower GHQ score. There is also an association in the longitudinal 
part of the study between an increase in normalising attributions over time and lower 
GHQ score at outcome. There is therefore reason to suspect that a normalising 
attributional style may in some sense be protective against psychological distress over 
time, and it would be worth investigating this with an adequately powered study. If such 
158 
an association is established the arguments for exploring the therapeutic possibilities of 
normalising become more compelling. 
Designing an intervention based on the reattribution of symptoms 
The idea of a teaching package to train GPs in the techniques of reattribution (Gask et al 
1989a) has already been mentioned (7.1.4 above). A brief intervention could be designed 
for use in primary care. This would be based on the exploration of health beliefs and 
specific symptom attributions of patients with depression and anxiety. The aim of the 
intervention would be to encourage a move to normalising, non-pathological attributions. 
The intervention could be tested in a randomised controlled trial as an addition to usual 
care, and the outcome measure would be psychological wellbeing. Burton (2003) has 
argued that there is a need for trials to compare the use of techniques of re-attribution 
with routine care in the management of medically unexplained physical symptoms. 
The role of normalising attributions in non-psychiatric illness 
Causal symptom attributions have an effect on help-seeking behaviour that is relevant to 
the detection of other, non-psychiatric disorders. King (1982) has demonstrated the 
association between causal attributions and attendance at a hypertension screening clinic. 
There are a number of important disorders where early diagnosis can make a substantial 
difference to outcome. It is possible that normalising attributions could lead to a delay in 
the presentation and diagnosis of some cancers, because patients were inclined to 
minimise or dismiss early warning symptoms. This is not an easy area to study. For 
example, a simple descriptive study of the attributional style of patients presenting with 
haernoptysis at a respiratory clinic, or rectal bleeding at a gastro-enterology clinic, could 
be designed to look for an association between attributional style and length of time 
between first symptom and presentation. Such a study, however, would be subject to 
selection bias: the subjects would tend to be those patients who had presented to primary 
care and been referred to secondary services. Patients with normalising attributions might 
therefore be under-represented. 
It is also possible to design a case-control study of patients who had been diagnosed with 
common cancers, in which the 'cases' were those who had presented late to medical 
services and the 'controls' were those who had not. The explanatory variable would then 
be attributional style, and the study would test the hypothesis that a normalising 
attributional style was associated with a delay in presentation. Retrospective 
ascertainment of exposure would be difficult in such a study; participants would also be 
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subject to recall bias especially since it can be argued that symptom experience alters 
attributional style in the direction of somatisation. 
Another possible method of investigation is a prospective cohort study of subjects with 
different attributional styles and their response to the development of early warning 
symptoms of cancer. Cancer symptoms are sufficiently rare to make a prospective survey 
of the relationship between delay in presentation and attributional style a very difficult 
undertaking simply because of the size of the sample required. Nonetheless, if such a 
relationship could be established, or were strongly suspected, then health education 
programmes targeted at increasing public awareness of possible cancer symptoms might 
be more effective. This is because they would be devised with the knowledge of the 
influence that patients' causal attributions had on their help-seeking behaviour. 
7.2 Conclusion 
This study can be regarded as a preliminary piece of work exploring the implications of 
causal symptom attributions in the general practice consultation. It is patient-centred in 
that it gives due prominence in the diagnostic process to the way patients think about 
their common somatic symptoms. It describes the prevalence, importance and persistence 
of normalising causal attributions for these symptoms. There is a body of research that 
describes the effect of psychological and somatic presentations on rates of detection of 
mental disorder. This is the first piece of research to develop the idea of normalising 
attributions in this context. It therefore adds to our understanding of the difficulties of 
detecting psychological disorder in primary care. 
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Consent forms and information sheet 
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OVET % UNIVERSITY OF BRISTOL 
DIVISION OF PRIMARY HEALTH CARE 
From: 
Dr David Kessler 
Research Fellow 
Tel: (0117)954 6673 
Fax: (0117) 954 6677 
Email: david. kessler@bristol. ac. uk 
Cotham House, Cotharn Hill, Bristol BS6 6JL 
Deborah J Sharp, MA, FRCGP, PhD 
Professor of Primary Health Care 
Head of Division 
Depression, anxiety and common physical symptoms 
Name of patient .............................................. 
Age ........................... 
Sex .............................. 
Have you read the Patient Information Sheet? Yes/No 
Have you had the opportunity to discuss this study? Yes/No 
Have you been given enough information? Yes/No 
Do you understand that you are free to withdraw from the study: 
At any time 
Without having to give a reason for withdrawing 
Without affecting your future medical care 
Yes/No 
Do you agree to take part in this study? Yes/No 
Patient's signature ........................................... 
Date .............................. 
Investigator's signature .................................... 
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Patient consent form 
ý9-AIDVET 0 S\ UMVERSITY OF BPJSTOL 
DIVISION OF PRIMARY HEALTH CARE 
From 
Dr David Kessler 
Research Fellow 
Tel: (0117)954 6673 
Fax: (0117) 954 6677 
Email: david. kessler@bristol. ac. uk 
Cotham House, Cotham Hill, Bristol BS6 6JL 
Deborah J Sharp, MA, FRCGP, PhD 
Professor of Prinwry Health Care 
Head of Division 
Title of project: Depression, anxiety and common physical symptoms. 
Names of Researchers: Olive Bennewith and Dr David Kessler 
I confirm that I have understood the information sheet for the above study 
I understand my participation is voluntary and I am free to withdraw at any time without 
my medical care or legal rights being affected. 
I understand that all medical information about me will be treated in the 
strictest confidence. 




OVET UNIVERSITY OF BRISTOL 
DIVISION OF PRIMARY HEALTH CARE 
From: 
Dr David Kessler 
Research Fellow 
Tel: (0117)954 6673 
Fax: (0117) 954 6677 
Email: david. kessler@bristol. ac. uk 
Dear 
Cothwn House, Cotham Hill, Bristol BS6 6JL 
Deborah J Sharp, MA, FRCGP, PhD 
Professor of Primary Health Care 
Head of Division 
You may remember answering some questions for researchers two years ago about some 
common physical symptoms. We are asking all those people who were kind enough to 
help us at that time to spend a few minutes answering the same questions again. You will 
find two short questionnaires enclosed. A pre-paid envelope has also been enclosed for 
return of the completed questionnaires and consent form. 
The purpose of this study is to see whether the way you think about your symptoms has 
any effect on your overall wellbeing. It is possible that our researcher may contact you to 
arrange a short interview. 
The study is being undertaken by Bristol University, and has the full support of the 
doctors at Horfield Health Centre. Some further information is provided on the enclosed 
Patient Information Sheet. If you have any questions you would like answered, you can 







Patient information sheet 
OVET UNIVERSITY OF BRISTOL 
DIVISION OF PRIMARY HEALTH CARE 
From: 
Dr David Kessler 
Research Fellow 
Tel: (0117)954 6673 
Fax: (0117) 954 6677 
Email: david. kessler@bristol. ac. uk 
Cotham House, Cotham Hill, Bristol BS6 6JL 
Deborah J Sharp, MA, FRCGP, PhD 
Professor of Primary Health Care 
Head of Division 
Study Title: Depression, anxiety and common physical symptoms. 
Please take time to read the following information and discuss it with friends, relatives or 
your GP if you wish. If there is anything you do not understand, or if you would like 
more information, we would welcome the opportunity to discuss this with you. Please 
contact Olive Bennewith at the Division of Primarv Care, Canvn2e Hall, Whiteladies Rd, 
Tel: 0117 928 7233. 
The university of Bristol is conducting a study of the way patients think about common 
physical symptoms. Our aim is to find out how this affects the diagnoses that GPs make, 
particularly the diagnosis of psychological disorders like depression and anxiety. 
You may or may not receive any direct benefit from taking part in the study. However 
information from the study may help us understand better how doctors make their 
decisions. 
It is up to you to decide whether you take part or not. If you do decide to take part you are 
free to withdraw at any time and without giving a reason. This will not affect your 
medical care, and your doctor will not be upset. 
All information collected during the study will be kept strictly confidential. All 
information will be anonymised so that you cannot be recognised from it. 
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Consumers for Ethical Research (CERES) publish a leaflet entitled 'Medical Research 
and You". This leaflet gives information about medical research and looks at some 
questions you may want to ask. A copy can be obtained from: 





General Health Questionnaire 
Date 0007 
General Health Questionnaire 
We would like to know how your health has been in general over thepast few weeks. Please 
answer ALL the questions by putting a circle around the answer which you think most nearly 
applies to you. Remember that we want to know about present and recent complaints, not those 
you have had in the past. 





... ... ... ................ ...... .. ................... ..... 1. Been able to Better than Same as Lessthan Much less 
concentrate on Usual 
' 
ul usual :3 than EJ whatever you re usual 4 
doing? 
2. Lost much sleep Not at all No more Rather more Much more 
. ................... 
because of worry? than Usual 2 than usual than 
E12 
j 
3 usual 4i .... 3 -Jý. t that you are More so 
..... .... ...... Sameas Less useful Much less 0 
playing a useful part in Than usual usua12 than than 3 
things? 
___- -1 ......... ý1 usual 3 usual . . ...................... . ... 4. Felt capable of More so 








about things? usual, 
. 11- . .............. 1-1-11--. 1 _. - - ....................... ...... 
usual 3 . ...... 5. Felt constantly Not at all 
d t i ? 
No more 
th l 
... ... . .......... -. __. ___. _ Rather more 
th l 
Much more 11 
un er s ra n an usua 2 an usua 3 than 5 
6. Felt you couldn't Not at all 
overcome your 
No more 
than usual 2 
-J-- -- -------------- . ....... Rather more 
than usual 3 
................. 
s. u.. a 1 





..... ..... . . ... ..... ................ ... ............................. ........... 
usual 4 . . .. . . . Been able to enjoy I More so 








activities? 1 usuall usual 3 4 
MOF ........................ ...... 8. Been able to face up 1ý so Same as Less able Much less 
- ----- ........ ...... . .. 





and depressed? than Usual 2 t an usua 3 an 9 
usual 4 
10 F1 Been losing Not at I 
confidence in 
No more 
than usual 2 
Rather more 
than usual 3 
Much more 
than El 
ourself? Usual 4 y 
Not at al-l-, 1 1, Been thinking of I more 
ý -No_ more __iý_aFthJr_-- Much more El yourself as a sua12 than u than usual 3 than i, worthless person? Usual 4 
12. Been feeling More so 1 About the Less so Much less El reasonably happy, all than Sameas than than 12 
things considered? usual, 
........... 
usual 2 usual 3 





THANK-YOU FOR YOUR HELP 
TOTAL EIEI 
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Symptom Interpretation Questionnaire 
Here are some symptoms you may or may not have experienced. 
For each symptom three possible explanations are given. 
Please tick the explanation that comes closest to how you would feel if you had that 
symptom. 
Remember, Please choose one explanation onIv per question. 
1. If I had a prolonged headache, I would probably think it was because: 
I am emotionally upset Fý 
There is something wrong with my muscles, nerves or brain 
A loud noise, bright light or something else has irritated me 
2. If I was sweating a lot, I would probably think that it is because: 
I must have a fever or infection 
I'm anxious or nervous F1 
The room is too warm, I'm overdressed or working too hard 
1-1 
3. If I got dizzy all of a sudden, I would probably think it was because: 
There is something wrong with my heart or blood pressure 
I am not eating enough or got up too quickly 
I must be under a lot of stress 171 
4. If I noticed my mouth was dry, I would probably think it was because: 
I must be scared or anxious about something F1 
I need to drink more liquids 
There is something wrong with my salivary glands F1 
184 
5. If I felt my heart pounding in my chest, I would probably think it was because: 
I've exerted myself or drunk alot of coffee 
F-1 
I must be really excited or afraid 171 
There must be something wrong with my heart 171 
6. If Ifeltfatigued, I would probably think it was because: 
I'm emotionally exhausted or discouraged Fý 
I've been over-exerting myself or not exercising enough F-1 
I'm anaemic or my blood is weak 
F 
7. If I noticed my hand trembling, I would probably think it was because: 
I might have some sort of neurological problem F-1 
I'm very nervous 
F 
I've tired the muscle in my hand F 
8. If I had trouble sleeping, I would probably think it was because: 
Some kind of pain or physical discomfort is keeping me awake 
I'm not tired or had too much coffee F-1 
I'm worrying too much or must be nervous about something F 
9. If my stomach was upset I would probably think it was because: 
I've worried myself sick 
1-1 
I had the flu or a stomach irritation Fý 
I've had something to eat that did not agree with me F-I 
185 
10. If I lost my appetite, I would probably think it was because: 
I've been eating too much or my body didn't need as much as before 
I'm worrying so much that food just doesn't taste good anymore 
I have some stomach or intestinal problem Fý 
11. If I had a hard time catching my breath, I would probably think it was 
because: 
My lungs are congested from infection, irritation or heart trouble 
The room is stuffy or there is too much pollution in the air 
I'm over-excited or anxious 
1-1 
12. If I noticed a numbness or tingling in my hands orfeet, I would probably 
think it was because: 
I'm under emotional stress F-1 
There is something wrong with my nerves or blood circulation 
I am cold or my hand or foot went to sleep 
1-1 
13. If I was constipated or irregular, I would probably think it was because: 
There is not enough fruit or fibre in my diet F-I 
Nervous tension is keeping me from being regular F 
There is something wrong with my bowels or intestines 
186 
APPENDIX 3 
GP Encounter Sheet 
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Symptom attribution and the detection of depression and anxiety 
GP Encounter Sheet 
GP Name Date 
Study 
Number 
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Cross sectional study of symptom attribution and 
recognition of depression and anxiety in primary care 
David Kessler, Keith Lloyd, Glyn LeN, 6s, Dennis Pereira Gray 
Abstract 
Objectives Io examine the effect of patients'causal 
attributions of common somatic symptoms on 
recognition by general practitioners of cases of 
depression and anxiety and to test the hypothesis that 
normalising attributions make recognition less likely. 
Design Cross sectional sur-vey. 
Setting One general pr-actice of eight doctors in 
BnStol. 
Subjects 305 general pr-actice attenders. 
Main outcome measure'lbe rate of'detection by 
general practitioners ofcases ot'depression and 
anxiety as defined by the general health questionnaire. 
Results Consecutive attenders completed the general 
health questionnaire and the symptom interpretation 
questionnaire, which scores style of symptom 
attribution along the dimensions of Psychologising, 
somatising, and normalisMig. General practitioners 
detected depression or anxiety in 56 (36%; 95% 
confidence interval 28% to 440%) of the 157 patients 
who scored highly on the gener-al health 
questionnaire. Subjects with a normalising 
attributional style Nvere less likely to be detected as 
cases; doctors did not make any psychological 
diagnosis in 46 (85%; 73% to 93%) of'54 patients who 
had high questionnaire and high normalising scores. 
Thoseu, ith a psychologising style uere more likely to 
be detected; doctors did not detect 21 (38%; 2' )% to 
52%) of 55 patients who had high questionnaire and 
high psychologTilling scores. The somatisation scale 
was not associated with low detection rates. This 
pattern ofresults persisted after adjustment for age, 
sex, general health questionnaire score, and general 
practitioner. 
Conclusions Normalising attributions minimise 
symptoms and are non-pathological in character. The 
normallSing attributional style is predominant in 
general practice attenders and is an important cause 
oflow rates of detection ot'depression and anxiety. 
Introduction 
Recognition of'depression and anxiety is a key issue in 
general practice. Ifthese disorders are not recognised 
they cannot be treated. There are a number ot 
treatments ot'proved efficacy" and some evidence to 
show that recognition improves outcome, 
" though 
this has been questioned. ' 
Most episodes of depression and arwiety--the 
common mental disorders"-are contained and man- 
aged in primary care. ' Yet less than halt' of these 
episodes are identified in the consultation! Why is rec- 
ognition of depression and anxiety such a problem in 
general practice' , Doctors' skifls and attitudes play a 
part. Certain key skiHs in the consultation have been 
identified that are both teachable and associated urith 
increased rates of"recognition. ' leaching better consul- 
tation skiHs, however, leads to only a modest increase in 
detection rates. 
Most consultations in primary care are initiated by 
the patient The content of' the typical primary care 
consultation and its outcome will be influenced by 
what the patient chooses to present and how he or she 
chooses to present it'Common somaticsymptoms are 
the currency of' general practice; they are also 
concomitants of anxiety and depressiorL"' Numerous 
studies have categorised this combination of"mood dis- 
order and somatic symptomatology as "somatisation" 
and have shown it reduces general practitioners' ability 
to identify mental disorder. ") " But this use of'thc term 
somatisation has certain disadvantages in the context 
of'primary care. It associates a common mode ot'pres- 
entation uith the much rarer, More serious, chronic, 
and treatment resistant "somatisation disorder. ""' It 
also implies that patients who present with psychologi- 
cal disorders and common bodily symptoms tend to 
think of themselves as physically ill. Attempts to 
redefine somatisation for primary care have led to a 
confusion of' multiple and at times complex defini- 
tions. "' "" One way to simplify the issue is to ask 
patients themselves for their causal attributions for 
common somatic symptoms. 
Patients'beliefs about their symptoms are powerful 
influences on their decision to consult a doctor and 
how they present their problem when they do 
consult. " In other words, do we think our btigue is 
caused by emotional exhaustioný Is it due to anaemia' , 
Or could it be because we have been overdoing it or 
not doing enough exerciseý In the example given 
above three types of'explanation or attribution have 
been offered for a common somatic symptom, fatigue. 
'I'lie first, the idea that it is due to emotional 
exhaustion, can be called a psychologising attribution. 
The second, that it is caused by anaerma, is a somatising 
attribution- In the third explanation the experience of' 
fatigue is thought to be related to overexertion or not 
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General pracfice 
exercising enough. Tbis type ofattribution has been 
called normallSing. ' 
Until now most studies that have looked at patients' 
beliefs about their symptoms have t6cused. on the 
dichotomy between somatising and psychologising. 
These are, in effi2ct, "iflness befie&- Normalising 
attributions are qualitatively different in that they are 
non-pathological. They are the most prevalent attribu- 
tion in primary care attenders as well as in the popula- 
fion as a whole. ' This study ask, % whether such 
attributions have any effect on the general practition- 
er's ability to make a diagnosis of depression or anxiety. 
In particular it tests the hypothesis that normalising 
attributions reduce the likelihood of the detection of 
such disorders. 
Methods 
The study took place in an eight partner urban practice 
which serves 12 800 patients and has a slightly larger 
than average population of patients aged over 75. Sur- 
geries were selected to ensure that both morning and 
evening attenders were represented and that all 
doctorswere covered by the study. Consecutive attend- 
ers aged over 16 years were given two questionnaires 
before seeing their general pr-actitioner. T-werity tour 
questionnaires were incomplete, and 26 patients 
declined to participate. 
The 12 item general health questionnaire has been 
widely used to detect psychiatric disorder in primary 
car-ell' and validated in comparison with more detailed 
assessments. In a recent study it was compared with a 
more detailed psychiatric assessment and the optimal 
threshold for "caseness" found to be a score of 3 or 
more. `We have adopted this detinition of a case of' 
psychological disorder. 
The symptom interpretation questionnaire is a self' 
report questionnaire consLSting ofa list of'13 common 
bodily symptoms or sensations. '5 Attached to each 
symptom are three possible explanations, each one 
corresponding to one ofthe three styles ofattribution: 
psychologising, somatising, or normallSing. The 
patients were asked to choose one explanation t6r each 
symptom, giving each subject a numerical score from 
0-13 along the three attributional dimensions. The 
sum ofall three scales was therefore 13. Subjects were 
classitied as predominantly normalisers, psycholog-is- 
ers, or somatisers ifthey scored 7 or more on that scale. 
Validation research has shown that these scores remain 
reasonably consistent over time, supporting die theory 
that they may reflect underlying health beliets. " 
General practitioners, who were blind to the results 
of the questionnaires, were asked to report any 
diagnoses of depression or anxiety they made and to 
note whether this was a new diagnosis or ifthe patient 
ik, as already under treatment. The proportion of' 
patients diagnosed as anxious or depressed was calcu- 
lated according to scores on the normalising 
psychologising, and somatising scales ofthe symptom 
interpretation questionnaire. For presentation pur- 
poses the scores were divided into four categories, but 
thescales -were also examined as continuous variables. 
Logistic regression iý, as used to estimate odds ratios for 
the detection of psychiatric disorder and to adjust t6r 
the confounding variables ofage, sex, general health 
questionnaire score, and general practitioner con- 
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suited (as a categorical variable). Results were 
unchanged when data from the subjects who were 
"false positives" on the general health questionnaire 
were excludecL Statistical analysis was done with 
STATA-` Ethical approval was obtained from the local 
research ethics committee. 
Results 
There were 225 women and 80 men in the study, a 
ratio of'2.8: 1. The mean (range) age was 44 (16-90) 
years. The men were significantly older than the 
women (mean age 49.2 v 42.0 years; P< 0.003). On the 
general health questionnaire 157 (52%; 95% conti- 
dence interval 46% to -57%) of all the attenders scored 
3 or more. The general practitioners made a diagnosis 
of depression In 57 (19%; 15% to 24%) patients and 
anxiety in 14 (5%; 3% to 8%). Measured against the 
general health questionnaire threshold of 3 or more 
the general practitioners showed a specificity of'80% 
(69% to 89(1/o) and a sensitivity of 57% (50% to 630%). 
There were 14 false positive results: patients who -were 
diagnosed as depressed or anxious by the general 
practitioner but scored less than 3 on the general 
health questionnaire. Ofthese, seven had already been 
diagnosed with depression by a general practitioner 
and were receiving treatment 
In the symptom interpretation questionnaire the 
normalising attribution was most often selected, with 
146 out of 305 (48%) choosing seven or more normal- 
ising explanations out ofa possible 13. Seventy one 
patients (23%) selected seven or more psychologising 
explanations, and only 16 patients (50%) chose seven or 
more somatising attributions (table I)AIIiS pattern of' 
distribution also found in the initial validation 
studies. ' High scorers on the somatisation scale were 
older, normalisers younger (F,., )1-7_54; P<0.0001). 
Psychologisers were more likely to be female and nor- 
malisers and somatisers to be male (likelihood ratio X 
= 11.2; df = 3; P< 0.01). 
Symptom interpretation questionnaire and general 
practitioner diagnosis of anxiety and depression 
'llible 2 shows that the higher the patient's score on the 
normalising dimension ofthe symptom interpretation 
questionnaire the less likely the general practitioner 
was to diagnose depression or anxiety (P < 0.000 1) and 
that the higher the patient's score on the psychologis- 
ing dimension the more likely was the general 
practitioner to diagnose depression or anxiety 
(P < 0.000 1). For normalising and psychologising the 
relation Ný, as still present after adjustment for age, sex, 
general health questionnaire score, and which doctor 
Table 1 Detection by general practitioner of anxiety and depression in 305 patients with 
different styles of symptom attribution 
GHO cases 
Attributional category 
No of patients 
(No of women) 
Mean age 
(years) No (%) 
No (%; 95% Cl) 
not detected * 
Psychologising score --7 71 (61) 43.4 
55 (77) 21 (38.25 to 52) 
Normalising score --7 146 (99) 
40.4 54 (37) 46 (85,73 to 93) 
Somatising score --7 16(9) 
58.6 6(38) 5 (83.36 to 100) 
No predominant score 72(56) 48.8 42 (58) 29 (691 53 to 82) 
GHQ=general health questonnaire. 




Table 2 Detection by general practitioner (GP) of anxiety and depression in 305 
patients with different degrees of normalising, psychologising, and somatising 
symptoms 
No In No (%) detected 
SIO score* category by GP Odds rdtlo (95% CI) Adjusted odds rallot (95% CI) 
NormallsIng 
0-3 51 27 (53) 11 
4-6 108 29 (27) 0-33 (0.16 to 0.65) 0.26 (0.11 to 0.62) 
7-10 110 10 (9) 0.09 (0.04 to 0.21) 0.10 (0.04 to 0.29) 
11-13 36 4 (11) 0.11 (0.03 to 0.36) 0.20 (0.05 to 0-82) 
Psychologising 
0-3 138 16(12) 11 
4-6 96 16(17) 132 (0.72 to 3.12) 1 (0.42 to 2.36) 
7-10 61 29 (48) 6.91 (3.35 to 14.25) 4.05 (1.66 to 9.87) 
11-13 10 9 (90) 68.6 (8.15 to 577) 31.6 (3.06 to 327) 
Somatising 
0-3 228 52 (23) 1 1 
4-6 61 14 (23) 1.00 (0.51 to 1.97) 1.45 (0.63 to 3.37) 
7-10 16 4 (25) 1ý 13 (0.35 to 3.65) 1.86 (0.45 to 7.66) 
*Symptom interpretation questionnaire; subjects classified as predominantly normalisers, psychologisers, or 
somatisers if they scored 7 or more on that scale. tAdjusted for age, sex, general health questionnaire 
score, and doctor consulted. 
the patient saw There was no evidence of an 
association between detection by the general prac- 
titioner and the patient's somatismg score (table 2). 
This, lack ofi-clation was confa-med by using somatisa- 
tion as a continuous variable (likelihood ratio X= 0.19; 
df = 1; P=0.7). 
Recognition of anxiety and depression in general 
health questionnaire cases with different symptom 
attributional styles 
General practitioners did not diagnose depression or 
anxiety in 21 (38%; 250/o to 52%) of the 55 patients who 
were cases according to the general health question- 
naire and had a predominantly psychologising style of" 
symptom attribution. In contrast depression or anxiety 
went undetected in 46 (85%; 73% to q3%) ofthe 54 
patients who were cases according to the general 
health questionnaire but had a predominantly normal- 
ising style of symptom attribution (see table I)ATiere 
was no evidence that the association between normal- 
ising style and low nates, of'detection was influenced by 
score on the general health questionnaire (test for 
interaction, likelihood ratio X= 0.19, df'= 1, P=0.66). 
Patients with a normalising style were less likely to be 
detected even when the analysis was restricted to those 
with a score of 7 or more. 
Discussion 
We found that different styles of'symptom attribution 
are strongly associated with diffiE! rent rates of* detection 
of' depression and anxiety. Patients who make 
psychologising attributions are more likely to get a 
psychological diagnosis; the stronger their tendency to 
make such attributions the more likely such a diagno- 
sis becomes. A normalising style ot'attribution 
has the 
opposite effect, and the stronger a patient's tendency to 
normalise or minimiýse his or her symptoms the 
less 
likely he or she is to be seen as depressed or anxious 
by 
the general practitioner. Somatising attributions, which 
are the least common, had no measurable effect on 
diagnostic rates, though this may have been because of 
lack of'statistical power. 
438 
NormalisMg attributions are the most common 
both in studies of populations and primarv care 
attenders. ` Even among those with a high general 
health questionnaire score there are large numbers of 
"normallsers. " It is M this group, who tend to be 
younger and male, that general practitioners par-ficu- 
larly did not detect depression and anxiem Oniv eight 
out of'54 patients with a normalising attributional style 
and a high general health questionnaire score were 
diagnosed as being depressed or anxious. Forty six of' 
the 10 1 (45.50%; 35.6% to 55.8%) undetected cases had 
a predominantly normalising style of attribution. Does 
d-iis strong association between a normalising style of" 
attribution and low rates of detection ofiriental disor- 
der represent a causal relation' , Our study suggests that 
it does. 'llie association is robust and remains strong 
even after adjustment t"Or which general practitioner 
the patient saw, gene" health questionnaire score, 
age, and sex. One limitation ofthe study is that we were 
not able to adjust for presenting symptom, but we 
might expect this to be influenced by causal 
attributional style. The normalising style arises out of 
the "discounting principle. ""' ThLs is the idea that 
symptoms are often "explained away" as being caused 
by a minor environmental irritant or as the result of' 
"overdoing iC Such explanations propose a non- 
pathological cause fbr the symptom. In other words 
"normalisers" play down the significance of' their 
symptoms. For the general practitioner to respond to 
the patienfs own attribution ofhis or her symptoms is 
an expression ofempathy and an important part ofthe 
negotiation between patient and doctor in moving 
towards a diagnosis. Such negotiations are the corner- 
stone of the doctor-patient relationship in general 
practice. Thus a psychological style of' attribution is 
likely to elicit questions from the doctor about mental 
-, ý, ellbeing and mood state and would favour a psycho- 
logical formulation for the problem. In contrast, a 
normalising attribution, with its powerful "common- 
sensical" overtones, may influence the doctor to join 
with the patient in minimising and even dismissing the 
symptoms. 
It is easy to understand why people who make a 
somatising attribution for their symptoms would seek 
the advice oftheir general practitioner. It is also clear 
that the general practitioner is the first port of call t6r 
many in psychological distress. But when "normalts- 
ingý' attributions are concerned there seems to be a 
paradox. Why should someone who is making a 
normalising attribution seek a doctor's advice', The 
answer may lie in a need to check the normalising style 
ofattiribution and to be reassured that it is the correct 
one. If this is so, then the implicit question that the nor- 
maliser asks the physician is "there's nothing reaIly 
wrong with me, is thereF' In the same vay that we 
respond to somatisers and psychologi-sers by accepting 
their attribution, so we may respond to the non-naffisers 
by agreeing with them. This collusion could result in 
a tendency to negiect symptoms of' depression and 
anxiety. 
'I'he rate of apparent underdiagnosis of' psycho- 
lo disorder in primary care remain% stubbornlv K, 
high. Patients with such disorders may often present 
with somatic svmptoms but are rarely committed 
"somatisers. " Instead they are more likely to be 
normali. sing their symptoms and giving them a 
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General practice 
o Many patients with psychological disorders 
present to their general practitioner with 
common somatic symptoms. 11iis combination 
has been referred to as "somatisation" and is 
associated with lower rates of'diagnosis of' 
depression and anxiety 
" When questioned directly about the cause of 
their symptoms most patients choose 
"normalising" attributions, wliich tend to 
minin-tise the importance ofthe symptoms; 
somatising attributions are uncommon 
" The more normalising attributions patients 
choose, the less likely are general pr-actitioners 
to diagnose depression or anxiety; the 
association remain atter adjustment for age, sex, 
general health questionnaire score, and which 
doctor the patient saw 
" The normalising attributional style makes a 
considerable contribution to the non-detection 
of'depressiOn and anxiety. A better 
understanding ofhow depressed patients view 
their symptoms may be the key to 
understanding low diagnostic nates 
non-pathological attribution. The question of whether 
such patients would benefit from detection could be 
examined by a comparison of outcomes for detected 
and undetected depressed patients with different attri- 
butional styles. 
With thanks to the patients, doctors, and stafFat Horfield Health 
Centre, Bristol. 
Contributors: DK had the original idea for the study, which 
was developed in discussions with KL and DPG. These three 
desi6med the study. DK undert(x)k the data coflection. DY, KI, 
and GL analysed the data- DK drafted the paper, which was 
edited by GL DK is the guar-antor. 
Funding: DPG was funded by the NHS Executive to under- 
take research on depression. 
Competing interests: None dedared- 
I Blackburn INI, Bishop S, Glen A. M. The efficacy ofcognitivc therapy in 
depression: a treaunent coinhination. Brj Pqychialry 1981: 139: 18 1 -9. 2 Hofivinan, 1A, Frocling D, Paykd ES. Double-blind placcbo-controllcd 
trial of airutriptylinc arnong depressed paficnLs in general practice. jR 
(, 'all Gen Pract 1988; 38: 3W. 1-7. 
3 Johnstone A, ColdbcrgD. Psychiatric screening in general practice. Lnwet 
1976; i: 605-8. 
4 Zung WWK, Magill M, Moore 
_1, 
George DT Recognition and treatment 
ofdcprcssion in a fain dy medicine practicc. jUmPgthintry 
5 DoNvrick C, Buchan Liwdvc month outcome 4 depression in general 
practice: does detection or disclosure make a diffcrr-ncc? BAff 
1995; 311: 1274-6. 
6 Shepherd M, Cooper B, Brown -", Pgrhintric illneis in gmeml practir,.. 
Oxford: Oxford Univcrsitv Press, 1966. 
7 (; oldbcrgDHuxlcy R C'mmon nwntal (hsm-&-n Landon: Routlcdgcý 1992. 
8 Gask L Goldberg D, Porter R, Cxccd E The treatment of sornati. sation: 
evaluation of a teaching package with general practice u-ajnccs. JPTYrhn- 
ýom Re., ý l989; 33: 697-703. 
9 %N'cich S, LmLs G, Donrnall R. MarinA. Somatic presentation ofpsychiat- 
ric morbidit 
'v 
in general practice. Brj 6en Prov 1945: 45: 143- 7. 
10 Bridges K, Goldberg D, E%-ans B. Determinants of sornatisation in 
prunar-y care. Pgchol Afed 199 1; 21: 473-83. 
11 Kirinaycr ýJ, Robbins, JM, Dworkind M, Yalfe MT Sorriatisation and the 
recognition of depression and anxiety in pr . unary care. Am j Pgch 
1993J50: 7.34-41. 
12 American PsychatricAssociation. Dtagnmik o7id itaiiihea. 1 vianunl nf"L-n- 
tal dkord,, Tý- 4th cd. Washington DC: Amer ican Psychiatric Association. 
1994. 
13 Bridges KNV, Goldberg D. Somatic presentation of DSNI IH disorders in 
prinwy c-. trc. j Piychnimn Rei 1485: 29: 563-9. 
14 King I. Attribution theory and the health belief model. In: Hewstone M, 
cd. Altribulion thpory: v)ml and funchowl exlenvionq. Basil Blackwell: 
Oxford, 1983: 170-86. 
15 Robbins MI, Kirmayer I. J. Attribution-, of common sornatic symptorns. 
Pýyrhal--We(i 1991; 21: 1029-45. 
16 Goldberg D. Williams RAu. jer', gvule to t& gmeral henlih queitionnaire. 
Windsor: NEFR Nelson, 199 1. 
17 &-tshir &Biimrd Rjcnkims R, Mann A- Validation ofthc 12-itcrn general 
health questionnaire in British general practicc. Nimly Co- Plyrhtotry 
1996; 2: 4-7. 
18 Statacorp. Slala qtatzidmi w)9mvire, vermn 5. Tcxts: College Station, 19ri. 
19 Kelley HII Attribution in social interaction- Ln:, Ioncs EE, Kanomsc DE, 
Kcj[cv HFL NLsbctt RE, Valims S, Wcincr 13, cds. /Viributirm j. *wAPzz*ig I& 
tausei qfbeAnz4our. Morristown: General Learning, 1971: 1-26. 
(A"&W 16Navember 1998) 
Commentary: There must be limits to the medicalisation of 
human distress 
Iona Heath 
lliiý% paper sets out to elucidate further the much 
reported 'ladure" of general practitioners to diagnose 
depression. I'lie 12 item general health questionnaire 
ums administered to 305 consecutive patients attending 
general practice, and the threshold for the diagnosis of 
depression was set at a score of3 or more, which meant 
that a staggering 5 L' )O/o of the patients were considered 
by the researchers to have measurable depression. This 
extraordinary finding does not seem to have disturbed 
themAlie patients' general practitioners made a diag- 
nosis of depression or anxiety in only 23% of the 
attenders, but this is still a huge proportion of 
unselected patients from a waiting room. None the less, 
the paper reports these figures as showing a significant 
and serious failure to diagnose. 
Ilie patient-, were also given a questionnaire which 
enabled them to be divided into three categories: those 
who tend to find psychological explanations for their 
symptorns, those who find physical explanations, and 
those who tend to normaltse their symptoms by 
finding explanations in their life circumstances. The 
major finding of the paper is that general practitioners 
are much more likely to "fail" to diagnose depression 
in patients who tend to normalise their symptoms. 
Surely this conclusion provides us with a superlative 
example of the fbUy of'medicalisation. ' 
The general health questionnaire includes the 
following questions. In the past few weeks, have you 
been able to concentrate on whatever you're doing' , 
been able to enjoy your normal day to day activities; ý 
been feeling reasonably happy, all things considered? 
By setting the threshold for caseness, at 3, the research- 
ers will have defined as depressed all those who 
answered "less so than usual" to all of"these three ques- 
tions or any other three questions out ofthe full range 
of'12. 
Patient% come to the general practitioner fbr many 
reasons but most commonly because they are 
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disturbed or distressed. They may be in pain, and they 
may be worried that their symptoms are the ffi-st indl- 
cation of serious or lift! threatening disease. They may 
have lost someone dose, theirjob may be under threat, 
their partner may have hit them, or their home may be 
damp or firightening or overcrowded- Any such patient 
is likely to answer "less so than usual" to the three ques- 
tions but is it helpful to consider them as depressed' , 
Human beings struggle to make sense ofsuffering 
and illness by finding meaning for it in the very 
particular context of each individual lifi2. Patients who 
normalise their experience may have already begun 
this process offinding meaning, making sense, and 
learning to cope. ' Do we have any evidence that the 
medical treatment of depression improves outcomes to 
an extent which wouldjustify pressunSing patients into 
accepting psychiatric explanations for symptoms theý 
are willing to normaliseý What evidence we do have 
suggests that the depression which is apparently 
missed by general practitioners runs a relatively benign 
and self limiting course. ' 
General practitioners should not be castigated 
when they try, alongside the patient, to find out what is 
the matter rather than to make a diagnosis. ' 
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Experiences with "rapid appraisal" in primary 
involving the public in assessing health needs, 
staff, and educating medical students 
Scott A Murray 
The incorporation of lay perspectives M research and 
development in the health service is not only politically 
mandated in recent white and Veen papers but also 
has the potential to improve the relevance and impact 
of research and the quality of subsequent services. ' 
There are many ways of identifying lay views and 
mcorporatmg these into decisions, but the methods 
used to achieve this need further evaluation- Tra- 
ditional methods to encourage public participation- 
such as public meetings, patient participation groups, 
and complaints procedures-have met with limited 
success. 
During the past decade the technique named "rapid 
appraisal" has begun to make important contributions 
in the assessment oflocal needs and planning in the 
developed and developing countries (see box on p 44 1). 
Its use in the Urnted Kingdom has been guided by the 
work of Chambers, ý' Annett and Ritkin, ' and Ong, ' and 
Manderson and Aaby have described an "epidemic 
increase7'in the use of this method. ' Rapid appraisal has 
no-,.,, been used by community workers and primary 
healthcare tearris to gain public involvement in the 
assessment of needs from the Isle of Skye to inner city 
London and from Belfast to Norway. Initially used for 
assessment ot'global needs it has also been used with 
specific groups of patient,, and to gain broad 
perspectives on accident and emergency serviceS. 
7 
Rapid appr-aisal has great potential but also has 
important limitations. A sharing of practical experiences 
may be helpful for individual practices, groups of 
practices, and health authorities considering how to gain 
public involvement in assessing local health needs. 
Public participation in assessing needs: five 
applications of rapid appraisal 
In the first study an expanded primary healthcare team 
adapted this method to describe the health needs ot'a 




Rapid appraisal can be used to involve the public 
in the identification oflocal health needs and can 
supplement more formal methods ofassessing 
needs 
Rapid appraisal is best used in homogeneous 
communIties: practice populations tend to be 
heterogeneous 
Rapid appraisal can be modified to focus on the 
needs of specific groups of'patients 
The process of rapid appraisal can give a 
structured orientation to new workers in the 
commuruty 
Rapid appr-aisal can be adapted to introduce 
medical student% to the concept ofcommunity 
diagnosis as a natural companion to individual 
clinical diagnosis 
Edinburgh. ' In the second study, comprising the same 
population, a psychiatrist, community psychiatric 
nurse, and general practitioner focused an appraisal 
more specifically on mental health needs and 
suggested changes. "' In a third study three community 
psychiatric nurses, each with catchment areas of" 
around 40 000 residents, used the tbrmat of" rapid 
appraisal to orient themselves to their new area-% while 
assessing the need fDr their services. " Fourthly, %krith a 
population of 120 000 residents, an external 
researcher was commissioned to assess br-oad health 
needs i%qth this approach-which in fact faded. "' Finally 
this technique %%ýas successtiffly used in a community 
440 
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Epilcpsy is associated with a wide iunge of 
markers of social and economic disadvantage 
A small number of epidemiological studies have 
confirmed this association but have not 
established the direction of causality 
What this study adds 
The incidence of epilepsy, a4justed for age and sey, 
in the most deprived ffth of the study population 
was 2.3 times that in the least deprived fifth 
Socioeconomic deprivation is an important risk 
factor for the development of epilepsy, though the 
results may partly refica differences in incidence 
within and outside London 
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Detection of depression and anxiety in primary care: 
follow up study 
David Kessler, Olive Bennewith, Glyn Lewis, Deborah Sharp 
Research shows that general practitioners fad to diag- 
nose up to half oftases ot'depression or anNietyý' Many 
studies are cross sectional and have been ciiticised 
because, unlike primary care itseltl they contain no 
longitudinal element. They do not always indicate 
whether undetected depression is important clinically 
or whether it is diagnosed at a later date, persists unde- 
tected, or causes disabilityý 
We aimed to determine whether depression or 
arrxiety not diagnosed during one general practice 
consultation is diagnosed during follow up or *is self' 
limiting and of no clinical importance. 
Participants, methods, and results 
We fbIlowed up consecutive attenders at a genend 
practice in north Bristol in 1997.2 The original sample 
represented patients attending morning and evening 
surgeries and all doctors in the practice. 
We interviewed 179 patients with the 12 item gen- 
eral health questionnaire and 12 item short form 
health survey. " We followed up 71% (160/227) of 
patients still in the practice and 43% (28/65) ofthose 
who had moved. Patients who scored 3 or more on the 
general health questionnaire received a more detailed 
psychiatric assessment with the clinical intervieu, 
schedule. ý We analysed the general pr-actitioners' 
records tbr psychological diagnoses, treatments, and 
reft! rTuls during the tbllow up period. 
Patients who were f'Ollowed up were older (48.5 v 
43.3 years), were more likely to be female (76% v 68%), 
and had lower mean scores on the gener-al health 
questionnaire (3.6,950% confidence Mter-val 3 to 4.1, v 
4.2,3.5 to 4.9) than those we did not follow up (67 
declined, 37 were untr-aceable, and nine questionnaires 
-. vere incomplete). None ofthese diffemnces was statis- 
tically significant Overall, the results of'the question- 
naire showed that 88/179 (49%, 420% to 57%) patient% 
had depression or anxiety in the original study, but 
only 34 (39%, 28% to 50%) ot'these had received a 
diagnosis of depression or anxiety at that time. Of'the 
54 who had not received a diagnosis during the ongi- 
nal study, 22 received a diagnosis during the three 
years of fbHow up (figur-e). 
Of' the 56 patients who received a diagnosis, 38 
(68%, 54% to 80%) were treated with antidepressants. 
Twelve (21%, 12% to 340%) wer-e referTed to psychiatric 
services. 
Psychological diagnoses had never been made in 
32 of the 88 pafients; 16/88 (18%; 11% to 280/(ý) 
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patients had depression or anxiety according to the 
general health questionnaire and had never received a 
diagnosis from their general practitioner. These 16 
patients had severesymptoms (mean score on general 
health questionnaire 6.4,4.8 to 7.9). Twelve (140/o, 7% to 
23%) ofthe 88 patient-, without a diagnosis Nvere cases 
according to the clinical interview schedule or had 
daily activities adversely affected by anxiety or depres- 
sion according to the short forrn health survey. ' 5 
Comment 
Although many patients with depression did not 
receive a diagnosis at a single consultation, most were 
given a diagnosis at subsequent consultations or recov- 
ered without a gener-al practitioner's diagnosis. Three 
years later, 14% of* patients with depression still had a 
clinically severe condition, had not received a 
diagnosis, and might have benefited from treatment 
Ilie prevalence of anxiety and depression (49%) 
was in line with the high prevalence often found in pri- 
mary care studies. ' We did not I'ollow up 43 
undiagnosed cases (ot'a total of'153 cases in the origi- 
nal study)-we do not know the outcome ofthese cases, 
but the patients were more likely to have changed 
practice than those we did follow up. This mobility 
means that those we did not follow up may have been 
less likely to have received appropriate diagnosis and 
treatment than those we did follow up. We may have 
underestimated the proportion of undetected cases. 
This small study estimates hidden psychiatric mor- 
bidity more realistically than cross sectional studies. 
Gener-al practitioners feel they have been cfiticised 
unfairly for missing up to half'of the patients with 
depression that present to them. ThLs study supports 
their view. Undiagnosed depression may lead to long 
term disability, but the problem may not be as large as 
has been thought Evidence that general practitioners 
fad to detect one in seven patients with treatable 
depression are more in tune with clinical impression 
than estimates of' one in two, but the outcome for 
Cases according to 
GHO at baseline 
(88 patients) 
Detected by general practiboner Not detected by general practitoner at baseline at baseline 
nts) (34 (38.6%, 2&4% to 49.6%) patie 
j 
(54 (61.4%. 500/6 to 71%) patients) 
Diagnosed by general practitioner Not diagnosed by general pracbtoner during follow up during follow up (22 (25%, 16.4% to 35.4%) patients) (32 (36.4%, 26.4% to 47.3%) patients) 
II 
Still cases according to GHO No longer cases according to GHO (16 (18.2%, 10.8% to 27.8%) patients) (16 (18.2%, 10-8% to 27.8%) patients) 
Diagnosis of patients with depression and anxiety in a cross sectional study and three year follow up period. GHO = general health questionnaire 
patients with undetected depression stifl needs 
attention. 
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How a rare diagnosis caused me to sprain my ankle 
My brain is the sort that is much better at retaining esoteric facts 
than more useftil information. As a first year dinical student, I 
had been reading tip turnour pathology and was fascinated by a 
description of chordomata, rare turnours that occur anywhere in 
the spinal tract from the midbrain to the caUda equina arid that 
retain the ceflular characteristics of the primitive notochorxi. 
Commonest at the lower end of the spirý tract, they were said to 
fýel like a cricket bafl attached to the front of the sacrum. 
The next day, on a surgical ward rotuid, my consultant asked 
me to examine an elderly man rectally. I did so and felt a cricket 
ball attached to the ftont ofthe sacrum. "'What is the diagiiosis-ý" 
I was asked. 
"Chordoma, Sir, " I replied. 
"Nonsense, " lie said, "it's a carcinoma of recturn. " 1 am notsure 
whether lie had heard of the condition. 
At surgery the next day the turnour was removed, and it did 
indeed prove to be a chordoma. I decided to write it tip for the 
surgical prize and, reviewing the hospital records, discovered that 
there had onlv been one other case, some 30 years earlier. It had 
occurred in the micbrain, and the patient haci been a 
distinguished scientist and FRS. Six months later, I was about to 
hand in my study when 1 heard that my original patient had beeri 
admitted in extremis. Sadly lie died, but his autopsy report and 
cellular photographs did much to enhance my report 
A Nveek later, tired by my exertions, I wa. % w-alking with a friend 
along the South Downs when Nve noticed a typical dowliland 
church nesding in the . -alley and decided to visit it. We climbed 
down to the flint walled graveyard, and my friend walked round 
to the lychgate while I decided to climb over the wall. A-s I landed, 
1 twi%ted my ankle on a grave kerbstone; it bore the name and 
epitaph of the distinguished scientiýst. 
jolm WiEiams re-tiretigyrieralpr(j. (. titiorwr 
"Ie welcome articles of tip to 600 words on topics. sucli as 
A nwmurable paftP4 A pal)er thal changed nq pradi4rr, My most 
unfurtunatp mi5takp, or any otlier piece conveying instruction, 
patlios, or humour. If possible the article ShOLdd be supplied on a 
disk. Permission is needed from the patient or a reJative if an 
identifiable patient is referred to. 'Ale also welcome contributions 
for "Endpiecesý' consisting of quotations of tip to 80 words (but 
most are considerably shorter) from any source, ancient or 
modern, which have appealed to the reader. 
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